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Peripheral Vascular Diseases—New (2nd) Edition! 


irs. ALLEN, BARKER and HINES give you what you need to know 


when faced with disorders of the arteries, veins and lymph vessels. Latest 


information on diagnosis, treatment and management. 


See SAUNDERS Advertisement on next 2 pages 
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Fig. 301 a. Stripper in small saphenous vein and 
important tributary. >. Stripper in small saphe- 
nous vein. 


The New (2nd) Edition of PERIPHERAL VASCU- 
I.AR DISEASES offers you the most complete up-to- 
date reference and working manual available today—on 
every aspect of disorders of the arteries, veins and lymph 


vessels. 


Nor is it merely limited to the extremities. It covers 
the diseases of all blood vessels outside of the heart and 


central nervous system. 


Here is a book designed to give you two distinct benefits : 
1. Straightforward, practical help in diagnosis and 
treatment (medical & surgical) of vascular disorders. 
2. All background information you might need in 
physiology, pathology, historical development and meth- 


ods of investigation. 


For this revision the authors have made sure all material 
reflects current concepts and methods of management. 
For instance, the presentations of these topics are entirely 
new—aortography; coarctation of the aorta; purpura; 
hypertensive ischemic ulcers of the leg; technics of sym- 
pathectomy,; non-vascular operation for intermittent 
claudication; surgical treatment of varices, of aortic 


aneurysms, of vascular injuries. 


ALLEN, 


J.A.M.A., Feb. 5, 1955 


BARKER «6 HINES’ 


Peripheral 


Vaseular 


i A MAYO CLINIC BOOK based on over 


| 30 years firsthand experience of experts in 


the field, stressing the very latest methods 
of DIAGNOSIS AND TREATMENT 


The important section on anticoagulants is entirely re- 
written. You will find an entire chapter on varicose veins. 
All of this material, of course, is based on cases seen and 
managed at the Mayo Clinic. 


Under Medical Treatment topics such as these are 
fully discussed: diet, drugs and biological preparations, 
use of tobacco, locally applied agents, anticoagulants, 
intravenous use of trypsin, refrigeration, gangrene pro- 
phylaxis, prevention of edema, measures for improving 
arterial circulation, 


The section on Surgical Treatment brings you new 
help in such procedures as: surgical treatment of lymphi- 
edema, varicose veins, peripheral arterial aneurysms, 
sclerosing therapy, etc. 


316 carefully selected illustrations bring you just the right 
visual aid you need in making a diagnosis. 


If you ever see patients with peripheral vascular disease- 
—this new edition of a standard work should be on your 
desk or near at hand. 


By EDGAR V. ALLEN, B.S.. M.D., M.S. in Medicine, F.A.C.P 
NELSON W. BARKER, B.A., M.D., M.S. in Medicine. F.A.C.P 
EDGAR A. HINES, JR., B.S., M.A.. M.D., M.S. in Medicine, F.A.C.P 
Section of Medicine. Mayo Clinic; Professors of Medicine, Mayo Found 
tion, Graduate School, University of Minnesota; with Associates in t! 
Mayo Clinic and Mayo Foundation. 825 pages, 6” x 9”, 316 illustrations 
in color, $13.00. New—Just Publishe 
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, OSTEOARTHRITIS 


Edward W. Lowman, M.D., New York 


Osteoarthritis, also known as hypertrophic arthritis, 
arthritis deformans, senescent arthritis, and degenerative 
joint disease, is a disease of unknown cause. Because 
tissue degeneration with aging is the most significant 
factor in the development of the disease, it has been 
recommended by the American Rheumatism Association 
that the disease be referred to as degenerative joint dis- 
ease; I shall refer to it as such. Degenerative joint disease 
is the commonest type of arthritis, accounting for 25 to 
30% of all patients seen in the average arthritis clinic. 
It may occur locally in a single joint or it may be general- 
ized. It may be primary with no known precipitating cause 
or it may develop secondary to a known causative factor. 
In all cases, the pathological process is the same; basically 
there occurs a wearing away of cartilage, with a reactive 
proliferation of both cartilage and bone. This results in 
mechanical impairment of the joint, restriction of the 
joint’s capacity for function, and pain. 


CAUSATIVE FACTORS 

The most important causative factor in joint degenera- 
tion is aging. It has been clearly shown in autopsy studies 
that degenerative changes in joints begin to appear around 
the second decade and that by the age of 40, 90% of all 
persons will have such changes in their weight-bearing 
joints, even though clinical symptoms have not been 
present. It has been stated categorically that everyone 
past the age of 40 has degenerative joint changes, though 
only 5% suffer symptoms from these changes. The na- 
tural aging of tissues alone, however, cannot account 
for the total picture. The additional factor of trauma 
must be recognized as a significant contributing factor. 
Trauma may contribute through single or multiple major 
traumatic episodes or, as is more frequent, it may produce 
damage repetitively through microtrauma. Joint instabil- 
ity from ligamentous deficiency, from muscle weakness, 
or from congenital joint defects impose added strain and 
traumatize joints. Additional work imposed occupation- 
ally or by obesity increases the tendency toward repeti- 
tive microtrauma. Similarly, work transferred to good 


extremities by unilateral poliomyelitis, by hemiplegia, or 
by unilateral leg shortening predispose to added trauma. 
In all of these and similar instances, trauma can appreci- 
ably increase the rapidity of the degenerative process and 
the liability toward clinical symptoms. 

Certain facets of the question of cause, however, can- 
not be explained so simply on the basis of normal degen- 
eration plus the added factor of trauma. The Heberden 
node, the enlargement of the terminal interphalangeal 
joints of fingers, has long been considered the hallmark 
of generalized degenerative joint disease. Involvement of 
these joints that are exposed to relatively little wear and 
tear and little trauma has interjected considerable specu- 
lation as to other factors influencing the development of 
degenerative joint disease. Furthermore, it has been 
pointed out statistically that there is a definite hereditary 
and sex factor in the incidence of Heberden nodes. As 
a result of this enigma, investigators have proposed meta- 
bolic, endocrine, vascular, focal infectious, and numerous 
other possible contributory causes for the disease. In the 
light of knowledge today, however, it is generally agreed 
that the natural aging of joint tissues together with the 
traumatic effects of stresses and strains are the most im- 
portant precipitants of degenerative joint disease, and 
aside from the factor of heredity, which is still not fully 
assessed, all other proposed causes are probably of minor 
importance. 

In view of this premise, it should be expected that 
weight-bearing joints would be the most predisposed to 
degenerative changes, and this is true. Primary degenera- 
tive arthritis most often involves the knees, the hips, the 
lumbar spine, the shoulders, and the cervical spine. Less 
commonly but not infrequently it may involve interpha- 
langeal joints of the feet and hands; in contrast to rheu- 
matoid arthritis, in which proximal interphalangeal joint 
involvement is common and terminal involvement infre- 
quent, degenerative arthritis commonly involves terminal 
interphalangeal.joints and never produces proximal joint 
changes without. marked and severer terminal joint 
changes. 





Read in the Panel on Degenerative Joint Disease: Osteoarthritis, before the Section on Physical Medicine and Rehabilitation at the 103rd Annual Meeting 


of the American Medical Association, San Francisco, June 23, 1954. 
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OSTEOARTHRITIS—LOWMAN 


DEVELOPMENTAL PATTERN 

From the autopsy studies that have been carefully car- 
ried out, the pathological developmental pattern of de- 
generative joint disease is quite accurately known. In its 
inception the changes of the disease are first apparent in 
the intra-articular cartilage. This normally glistening, 
transparent tissue becomes yellowish, opaque, and loses 
elasticity. Small pits and irregularities then appear on the 
articulating surface of the cartilage; these progress to ul- 
cerations and fissures that may become so marked as to 
produce splitting of the cartilage down to the underlying 
bone. The ulcerations, which at first are microscopic, 
may assume macroscopic proportions and the process 
progress to complete erosion of cartilage down to bare 
denuded bone. The underlying, subchondral bone then 
undergoes condensation, with resultant sclerosis or ebur- 
nation. In an abortive attempt at repair of the degenera- 
tive process, marginal proliferation of both bone and 
cartilage may occur, with the production of the typical 
exostoses or osteophytes as marginal lips about the joint 
edges. In occasional advanced cases, in which cartilage 
has been markedly eroded, fibrous or bony ankylosis of 
the apposing bone may occur. In contrast to rheumatoid 
arthritis, in which inflammatory synovitis is the primary 
pathological process, the involvement of the synovial 
lining in degenerative joint disease is relatively minimal, 
and inflammation of this tissue is entirely secondary 
to irritation from the irregularities of the damaged bone 
and cartilage. As a consequence, there is minimal exuda- 
tion of fluid from the synovia, and synovitis of any appre- 
ciable degree is rare in this type of joint disease. 


SYMPTOMS 


Since degenerative joint disease is a local process 
within joints, no systemic symptoms accompany the dis- 
ease and no abnormal laboratory findings are produced. 
This is in sharp contrast to rheumatoid arthritis, which in 
addition to involving joints is a generalized systemic dis- 
ease manifesting itself diversely in many systems aside 
from the articular structures. 

The symptoms of degenerative joint disease rarely 
are precipitated acutely. Since the pathological process 
is one that accrues gradually over a long period of time, 
so also are clinical symptoms insidious in development. 
The first symptom is usually that of increased stiffness 
within the joint after physical exertion. There may be 
transient aching after unusual physical activity that has 
imposed additional work on the joint. With time these oc- 
currences become more frequent and more pronounced, 
until even after usual activities the patient may note ach- 
ing during activity and stiffness of the affected joint after 
activity. The joint soreness and residual stiffness are di- 
rectly related to activity and relieved by rest. As the de- 
generative process progresses, resulting in greater and 
greater mechanical deficiency within the joint, so also 
does the activity tolerance of the joint diminish. Ulti- 
mately the joint may become so deranged from damage 
that any activity will produce pain. 

Since joint pain is directly proportional to activity, joint 
discomfort usually increases with the progress of the day, 
so that symptoms are worse in the evening than in the 


J.A.M.A., Feb. 5, 1955 


morning. In bed at night the patient may have some initial 
difficulty in getting to sleep because of pain or stiffness, 
but once asleep he usually sleeps uninterruptedly. Though 
there may be some stiffness in the morning on waking, 
this is usually the best time of the day, and the patient, 
having rested through the night, is most refreshed and 
comfortable. All of this is in sharp contrast to the rheu- 
matoid patient whose symptoms are quite the converse. 


Examination of the patient’s joints rarely reveals any- 
thing more than minimal synovitis. With the exception of 
acute Heberden nodes, increased heat and redness about 
the involved joint are rare unless the joint has been 
severely abused. With passive motion of the joint one 
may palpate a crepitus, and in advanced stages there may 
be limitation of ranges of motion within the joint. Muscle 
atrophy is less frequent than in rheumatoid arthritis and 
when present is on a disuse basis, the result of favoring 
the involved joint. Except in advanced cases, pain is usu- 
ally not present on manual pressure or during passive 
range of motion, although it may be markedly present 
when the patient performs a weight-bearing activity. In 
more advanced cases, passive forcing of the joint into ex- 
tremes of ranges of motion may reproduce the patient’s 
symptoms. 

Roentgenograms are of value only as confirmatory evi- 
dence of the clinical diagnosis. Since 95% of persons 
with evidence of degenerative joint disease are asympto- 
matic, the demonstration of changes roentgenologically 
is of no significance per se. Furthermore, the extent of 
damage demonstrable by x-ray examination is no meas- 
ure of joint incapacity, since major roentgenologic 
changes may be associated with minimal symptoms and 
vise versa. Total clinical evaluation is the only valid yard- 
stick for management of the individual patient. 


400 E. 34th St. (16). 





Gas Poisoning.—Although considerable progress has been made 
in reducing mortality from accidental gas poisoning, this cause 
still takes an annual toll of approximately 1,400 lives in the 
United States, or nearly 1 per 100,000 population. Almost three 
quarters of these deaths occur in the fall and winter months. 
The number of fatalities usually starts to rise in October, when 
home heating facilities begin to be used, and reaches its peak in 
December; thereafter the seasonal curve falls until it reaches 
its lowest level in the summer. . . . Among Industrial policy- 
holders of the Metropolitan Life Insurance Company during the 
years 1951-1953, the average death rate for males was 1.1 per 
100,000 compared with 0.5 for females. . . . Three out of every 
four deaths from accidental gas poisoning took place in and 
about the home. . . . Gas ranges or gas heaters were involved 
in more than half of these fatalities. A common cause of such 
accidents was the turning on of jets in these appliances but not 
lighting them. This came about in various ways: by persons 
brushing against the jet; by someone turning on the gas and 
failing to light it because of lack of familiarity with the range 
or because of faulty memory; by young children turning on 
jets. Incomplete combustion in gas stoves or gas heaters in poorly 
ventilated rooms accounted for one eighth of the deaths in and 
about the home. About as many deaths were caused by leaky 
connections or other defects of gas cooking and heating appli- 
ances. ..<«4 Altogether, illuminating gas in one way or another 
was responsible for fully two thirds of all the deaths from gas 
poisoning in and about the home. Running an automobile motor 
in a household garage accounted for 46 fatalities in this study, 
most of them males.—Gas Poisoning Hazards, Statistical Bulle- 
tin, Metropolitan Life Insurance Company, October, 1954. 
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MEDICAL TREATMENT OF OSTEOARTHRITIS 


Howard F. Polley, M.D. 


Charles H. Slocumb, M.D., Rochester, Minn. 


The two main objectives of medical or nonsurgical 
therapy for osteoarthritis are symptomatic relief and 
protection of affected joints from misuse. The patient is 
most likely to consult a physician because of the first ob- 
jective, to obtain relief of pain. But effective therapy also 
needs to be primarily directed toward prevention or de- 
celeration of degenerative changes of cartilage (fig. 1). 
In its early stages at least this degenerative process is gen- 
erally asymptomatic. In advanced stages degenerative 
articular disease is a potential cause of symptoms, since 
cartilaginous degeneration is more nearly complete, the 
joint space is significantly narrowed and irregular, os- 
seous eburnation and sclerosis develop in the subchon- 
dral bone, and osteophytes may form (fig. 2). 

The uncomplicated development of degenerative ar- 
ticular disease as a result of ordinary use is known as 
primary osteoarthritis. Secondary osteoarthritis may oc- 
cur when joints are injured either by moderate to severe 
acute trauma or chronic microtrauma such as may result 
from obesity, postural abnormalities, scoliosis, bowlegs, 
and knock knees. It may occur also with misuse of joints 
that have been damaged by other types of arthritis, 
such as rheumatoid arthritis, articular infection, or gouty 
arthritis, or when cartilage is weakened or altered by 
such conditions as ochronosis or hereditary factors. In 
secondary osteoarthritis degenerative changes in car- 
tilage are accelerated by the primary condition. In such 
instances treatment may be more complicated than in 
primary osteoarthritis. 

For treatment to be most effective it is necessary to de- 
termine first whether symptoms are actually attributable 
to osteoarthritis. Pain from osteoarthritis may result from 
tearing of tissues or hemorrhage, osteocartilaginous loose 
bodies, or compression of the nerves. Many patients have 
roentgenographic evidence of osteoarthritis, especially 
in the spine, without symptoms attributable to this find- 
ing. Osteophytes on the anterior or anterolateral parts of 
the vertebral bodies occur commonly, but encroachment 
on the intervertebral foramina by osteophytes is much 
rarer, The latter occurrence is reported in only 3% of a 
series by Solomon.' It is important to remember that pa- 
tients with osteoarthritis can and at times do also have 
rheumatoid or other types of arthritis that may account 
for the rheumatic symptoms. Other factors, such as 
muscle spasm and fatigue and anxiety-tension reactions, 
may mask the discomfort of osteoarthritis, but in many 
instances they are more likely to be the cause of the symp- 
toms than the osteoarthritis. The psychogenic paresthe- 
sias, shifting of spot tenderness, or constant dull aches are 
or should be explained and treated on the basis of the 
fatigue state, not on the asymptomatic, incidentally pre- 
sent roentgenographic evidence of osteoarthritis. 


PRINCIPAL THERAPEUTIC MEASURES 
The principal stand-bys for relief of painful periods 
in osteoarthritis are rest, simple analgesics, and physical 
therapy. Rest in osteoarthritis means not using affected 


joints. It may mean an initial temporary period of a few 
days or longer of strict rest in bed, especially when 
weight-bearing joints are affected, or rarely the use of a 
snug-fitting cast for a few weeks. Such rest should be fol- 
lowed by gradual resumption of activity within the toler- 
ance of the affected joints. When affected joints and symp- 
toms are aggravated by nervous tension and fatigue, rest 
also should mean adequate relaxation. Use of a detailed, 
individualized written schedule has been suggested * to 
help emphasize the need for adequate rest and relaxation. 

Analgesics should not be used to permit more com- 
fortable misuse of affected osteoarthritic joints. If one at- 
tempts to accomplish with analgesics what should be done 
by rest and physical therapy, results are apt to be disap- 
pointing. Salicylates are still the favored analgesics. As- 
pirin is an effective, if not a glamorous, drug. Due to 
varying rates and degrees of absorption, 5 grains (0.3 
gm.) of aspirin may be an effective dose for some pa- 
tients and 10 to 15 grains (0.65 to 1 gm.) is generally 
adequate for others. Antacids, foods, or enteric-coated 
tablets, can be used to minimize gastric distress when it 
occurs with salicylate therapy. Mild sedatives, such as 
phenobarbital in 4 to % grain (0.016 to 0.03 gm.) doses 
two to three times a day or elixir of aprobarbital (Alu- 
rate) in doses of 4 cc. two to four times a day, may be 
effectively combined with salicylate therapy when nerv- 
ousness and fatigue require such treatment. 

In the treatment of osteoarthritis there is little if 
any additive value to modification of salicylate prepara- 
tions with calcium salts, or the combination with salicy|- 
ates of p-aminobenzoic acid (PABA), ascorbic acid, 
succinic acid, or even colchicine. If phenylbutazone is 
used, both patient and physician must accept the risk of 
toxic reactions that can be serious. Because of this risk 
“justification” for use of this drug in osteoarthritis was 
considered “doubtful” in the most recent revision of the 
“Primer on Rheumatic Diseases.” * As yet physicians and 
their patients do not have the advantage of a drug that 
will cure or control osteoarthritis. It is advantageous to 
integrate medical treatment of osteoarthritis with appro- 
priate physical therapy. This is described as a separate 
part of this symposium. 





From the Section of Medicine, Mayo Clinic and Mayo Foundation 

Read in the Panel on Degenerative Joint Disease: Osteoarthritis, before 
the Section on Physical Medicine and Rehabilitation at the 103rd Annual 
Meeting of the American Medical Association, San Francisco, June 23, 1954. 

The Mayo Foundation is a part of the Graduate School of the Uni- 
versity of Minnesota. 

The photomicrographs are published with permission of Prof. Dr. A. H. 
Brogsitter, Berlin, Germany. 

1. Solomon, W. M.: Degenerative Bone Disease: Findings in Eighteen 
Cases with Posterior Spurs of the Lumbar Vertebrae, Am. J. M. Sc. 214: 
163-166 (Aug.) 1947. 

2. Short, C. L., and Bauer, W.: Medical Progress: The Treatment of 
Degenerative Joint Disease, New England J. Med. 225: 145-150 (July 24) 
1941. 

3. Committee of the American Rheumatism Association: Primer on the 
Rheumatic Diseases, J. A. M. A. 152: 323-331 (May 23); 405-414 (May 30); 
522-531 (June 6) 1953. 








490 OSTEOARTHRITIS—POLLEY AND SLOCUMB 


ADDITIONAL TREATMENT WHEN NEEDED 

Other medical treatments that might be mentioned are 
generally used as supplements to rest, salicylates, and 
physical therapy. These include counterirritants and also 
soothing salves, which some patients like to apply, and 
local anesthetic infiltrations. Aspiration of irritating 
bloody synovial fluid is often helpful. Intra-articular use 
of hydrocortisone rarely is needed when rest, salicylates, 
and physical therapy are used adequately. When this 





Fig. 1.—Cartilage and subchondral bone showing early evidence of 
fibrillary degeneration of the articulating surface of cartilage. 


hormone is used, doses vary from 5 to 15 mg. for small 
joints and 25 to 37.5 mg. for larger joints. The duration 
of relief after such injections varies widely but is in part 
at least contingent on avoidance of repeated irritating 
factors. When trial of a few injections does not result in 
sustained improvement, further use of presently available 
preparations is probably of little value. 

Roentgen therapy is sometimes proposed for osteo- 
arthritis, especially for Heberden’s nodes and the verte- 
bral and knee joints. However, the results of such treat- 
ment are inconstant, and the reported indications and 
types of exposure are variable.‘ Beneficial effects are 
usually transitory. Although there are conflicting opin- 
ions with regard to the value of this treatment, it may 
occasionally be of additional help in the treatment of the 
symptomatic periods in osteoarthritis, even though it is 
seldom practical for long-term treatment of this condi- 
tion. A long list of other unproved and unrecommended 
treatments would include removal of foci of infection, 
change of climate, use of vaccines, male and female sex 
hormones, thyroid extracts and vitamin concentrates of 
various types, and intra-articular injéction of various 
chemicals or analgesics. Gold salts are not indicated for 
osteoarthritis. Likewise systemic administration of corti- 
sone, corticotropin, or hydrocortisone is not advised. 
Use of these hormones as a differential diagnostic test 
between rheumatoid arthritis and osteoarthritis is not 
warranted and is not helpful. 


MEASURES TO REDUCE MISUSE OF AFFECTED JOINTS 

The second objective of treatment of osteoarthritis is 
to minimize or avoid misuse of damaged joints. This ob- 
jective should be approached as early as possible in the 





4. Kuhns, J. G.: Management of Osteoarthritis in the Aged, J. A. M. A. 
151: 98-102 (Jan. 10) 1953. 
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course of osteoarthritis. It is helpful if the patient under- 
stands as well as possible the pathogenesis and potential! 
variability of degenerative disease of the joints. With this 
understanding, reassurance is sometimes all the treat- 
ment that a patient with mild, localized osteoarthritis 
needs or desires. 

When indicated, the restriction needed by osteoar- 
thritic joints can be determined first by establishing what 
the affected joint can comfortably do after a period of 
adequate rest and then keeping activity within this range, 
and secondly by removing insofar as possible the factors 
producing additional or secondary osteoarthritic changes. 
This includes avoidance of, or as much correction as is 
possible of, scoliosis or other postural abnormalities of 
the spine, knock knees, or bowlegs and other structural 
conditions such as osteocartilaginous loose bodies or 
articular degeneration resulting from other types of ar- 
thritis. Hence, special emphasis may need to be given 
to the importance of sufficient postural training, limita- 
tion of use of stairs, standing, kneeling, gardening, cro- 
cheting, and similar activities. Sometimes changes in oc- 
cupation also may be advisable. 

The value of reduction in weight in the treatment of 
osteoarthritis is generally recognized. High-protein, low- 
fat, and carbohydrate features with adequate intake of 
fluids, vitamins, and minerals are generally advised. Short 
and Bauer * suggested that patients lose the first 10 to 20 
Ibs. (4.5 to 9.1 kg.) rapidly, as even this reduction is 
helpful, and patients may thereby be encouraged to per- 
severe with the treatment. Appropriate use of articular 
supports also is almost always a part of the treatment. 





Fig. 2.—Osteoarthritic distal interphalangeal joint of finger showing late 
evidences of degenerative changes in the joint. There is irregularity and 
narrowing of the joint space, osseous sclerosis, and formation of osteophytes. 


Supports needed will vary with the degree of protection 
desired and the joints affected. Mild support is supplied 
by use of a firm bed, corsets and similar spinal garments, 
elastic bandages for knees (worn only when standing and 
walking), and Oxford-style shoes with broad-based heels 
of moderate to low height, and adequate support for 
longitudinal and transverse arches. In other instances 
canes or crutches may be required. Physical therapy helps 
by strengthening weak muscles. When the patient’s vanity 
suffers more than the joints, the necessary supports may 
not be used, but compromise of advice is not warranted 
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on this account. When conscientious conservative treat- 
ment is inadequate, orthopedic surgical treatment may 
have to be considered. This is described as a separate part 
of this symposium. The possibilities of better future treat- 
ment are indicated by studies of growth and degeneration 
of cartilage now in investigational phases.° 


SUMMARY 
Prompt improvement in a flare of osteoarthritis may 
be expected with adequate use of presently available 
medical and physical treatment when the patient is will- 
ing to follow such a program conscientiously. Whether 
all or some of the improvement can be maintained de- 
pends on the extent to which conditions that aggravate 
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degenerative joint disease can be avoided or controlled. 
It has been stated that the “best way to manage osteo- 
arthritis is to prevent it.” ° Until this Utopia is achieved, 
conscientious application of available, indicated treat- 
ment is helpful in accomplishing the objectives of safe, 
symptomatic relief and the protection of affected joints 
against further damage. 


200 First St., S.W. (Dr. Polley). 


5. Silberberg, M.: Effect of Cattle Anterior Pituitary Extract on Bone 
and Cartilage of the Joint (Acromegalic Arthropathia), Proc. Soc. Exper 
Biol. & Med. 34: 333-334 (April) 1936. Reinhardt, W. O., and Li, C. H.: 
Experimental Production of Arthritis in Rats by Hypophyseal Growth 
Hormone, Science 117: 295-297 (March 20) 1953. 

6. Neligan, A. R.: The Management of Osteoarthritis, Brit. J. Phys. Med 
8: 100-103 (July-Aug.) 1945. 





SURGERY OF OSTEOARTHRITIS 


John J. Loutzenheiser, M.D., San Francisco 


The character of joint destruction caused by disease, 
injury, or altered mechanics is frequently difficult to dif- 
ferentiate, as similar changes are produced by each. The 
patient’s complaints and the physical findings are more 
important in evaluating the condition of the joint than 
are the x-ray studies of it. It is not unusual to find evi- 
dence of extensive arthritic change in a joint that is with- 
out symptoms. Continued use of any mechanical appara- 
tus produces signs of wear in time, and skeletal joints 
are no exception. Many of the osteoarthritic changes 
noted in joints, particularly in the weight-bearing ones, 
are due to such a process. Gradual degenerative change 
occurs in the life span, and this is accelerated by disease, 
injury, and poor body mechanics. Loss of muscle tone, 
with adaptive ligamentous changes, and consequent al- 
tered weight bearing, leading to gradual break down of 
the elastic shock-absorbing mechanism of the musculo- 
skeletal apparatus, are some of the important factors 
contributing to the production of degenerative arthritis. 
The importance of attempting to prevent such changes 
from taking place, by means of physical reconditioning 
and postural training, needs emphasis. The elastic shock- 
absorbing mechanism is a neglected physiological phe- 
nomenon and plays an important role in joint protection. 

Only when conservative measures fail to relieve disa- 
bility is consideration of operative procedure necessary. 
The operative procedure should be fitted to the patient’s 
future economic needs. No operation has yet been de- 
vised that can give the patient a normal joint. Reconstruc- 
tive operations leave some disability, their purpose is to 
lessen the existing disability. The patient should be fully 
advised as to the end-results, value, and limitations of 
surgery. 

PROCEDURES 

Arthrodesing operations on the ankle, knee, hip, and 
spine are time-honored, successful procedures for elimi- 
nating pain and reducing disability. Loss of motion in 
the part arthrodesed is compensated for by relief of pain 
and improvement in the function of the whole body. Of 
necessity, this operation is the one of choice in the ankle, 
knee, and spine. Frequently, it is more desirable to anky- 
lose the hip than to perform arthroplasty. Arthroplastic 


procedure is used to improve motion and to relieve pain 
in affected joints. A satisfactory operation for the osteo- 
arthritic knee is patelloplasty or patellar excision in prop- 
erly selected patients whose disability is severe enough 
and due to malmechanics of the patellar femoral action. 
Synovectomy is a part of such procedure when indicated. 
Magnuson’s débridement of the arthritic knee is often 
necessary, and when properly performed it is a type of 
arthroplasty. Arthroplasty, acetabuloplasty, and bifurca- 
tion osteotomy are valuable procedures for disabling 
osteoarthritis of the hip. The prosthetic devices of Smith- 
Peterson, Judet, and many others have overpopularized 
arthroplasty. In carefully selected patients this operation 
is of value; properly performed for the given selected 
case it can lessen the patient’s disability. Bifurcation 
osteotomy alters the weight-bearing mechanics of the hip 
joint favorably and should be considered as a possible 
procedure more frequently. 

The surgeon must have a complete clinical picture of 
his patient. He must know the patient well before he 
selects the surgical procedure that he believes best for 
that person. The degree of pathological change is recog- 
nized, the patients physical and psychic stamina evalu- 
ated, and the eventual rehabilitation anticipated before 
surgery is performed. One cannot discuss the surgical 
treatment of chronic degenerative or osteoarthritis as a 
technician. Beginning a patient on a time-consuming, 
expensive, physically and psychically, exhausting course 
of treatment demands carefully considered opinion before 
open operative procedure is performed. The best of team- 
work in a medical group devoted to the problem of re- 
habilitation of the chronic arthritic can never reduce the 
surgeon’s responsibility to the point at which he can cas- 
ually select an operative procedure. In the arthritic clinic 
at St. Mary’s Hospital we are making an attempt to evalu- 
ate these patients in such fashion that the operation per- 
formed will be selected on the basis of conclusions at the 
end of a charted course of study. 


2020 Hayes St. (17). 





Read in the Panel on Degenerative Joint Disease: Osteoarthritis, before 
the Section on Physical Medicine and Rehabilitation at the 103rd Annual 
Meeting of the American Medical Association, San Francisco, June 23, 1954. 








492 





J.A.M.A., Feb. 5, 1955 


PHYSICAL MEDICINE IN TREATMENT OF DEGENERATIVE JOINT DISEASE 


Frances Baker, M.D., San Mateo, Calif. 


Since degenerative joint disease cannot be recognized 
as such until the condition has progressed to the point at 
which radiological changes can be noted, it is often dif- 
ficult to decide whether pain is due to the arthritis or to 
fibrositis (nonarticular rheumatism). It is known that 
Heberden’s nodes appear about the distal interphalangeal 
joints and begin as cysts containing gelatinous material 
that can cause sufficient pressure to result in inflammation 
and severe pain. Later calcification occurs and, though 
the joints are deformed, they may become entirely pain- 
less. Kellgren ' has suggested that all primary osteoarthri- 
tis may originate in this manner. Secondary osteoarthritis 
may be difficult to differentiate from primary osteoar- 
thritis, particularly when weight-bearing joints are in- 
volved. For the most part the primary and secondary 
types can be treated in like manner. Kellgren states that 
primary osteoarthritis may be aggravated by massage 
and exercise. I cannot agree with this. Exercise with 
weight bearing or exercise with resistance that is too 
heavy, particularly when mechanical means of resistance 
are used, may aggravate pain, but carefully controlled 
graduated exercise should decrease the pain. The im- 
portance of rest balanced with activity, avoidance of 
strain, and the need for warmth at all times should be 
emphasized along with correction of nutritional factors. 


PHYSICAL THERAPY 


The pain due to degenerative joint disease responds 
well to physical therapeutic care. The person with this 
condition has a long life expectancy. His economic use- 
fulness can be severely hampered by pain, and, when the 
spine is involved, even by muscular weakness due to lower 
motor neuron involvement and to changes in sensation. 
He deserves thoughtful management. The physician’s 
aim is to prevent the progression of the degenerative proc- 
ess insofar as is possible and to control the pain resulting 
from it, to combat atrophy, to retain normal mobility, 
to prevent or reduce deformity and so to rehabilitate the 
patient to the limits of possibility. The physical therapeu- 
tic modalities used are the triad of heat, massage, and 
exercise, combined with traction and stretching. The man- 
ner in which these are applied varies depending on the 
area being treated and on its particular condition, as well 
as on the response of the patient to such a program. Physi- 
cal therapeutic measures should cause a feeling of well- 
being when properly administered. 

Heat can be applied by radiation. Lamps or bakers 
fitted with tungsten or carbon filament bulbs supply short 
infrared radiations that can penetrate the tissues to about 
1 cm. Heat by conduction or convection is supplied by 
many sources. Warm moist air made available in cabinets 
for heating of the body, baths, hot packs, and paraffin 
are excellent means of supplying heat. Radiant, conduc- 
tive, and convective heat are forms to which the body is 
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accustomed to respond physiologically. Heat by conver- 
sion is supplied by diathermies. It causes deep heat by 
resistance of the tissues to electrical currents. It has no 
advantages in the management of arthritis and usually 
gives less comfort than the other measures mentioned. 
Massage to the muscles guarding the involved joints may 
help a great deal in obtaining relaxation and hence in 
controlling pain. It can be used with stretching and trac- 
tion to reduce deformity and to increase mobility. It is 
with exercise, however, that the best results are to be ex- 
pected. It reduces the atrophy of disuse both of bone and 
muscle; it increases the power of the muscles controlling 
the involved joints; it is used to reduce deformity and to 
improve the alignment or posture of the individual joint 
and of the entire body, thus decreasing the strain placed 
on the cartilages and supporting tissues about the articu- 
lating surfaces; and it assists in increasing the flexibility 
of joints. 

Proper alignment, flexibility, and power can prevent 
abnormal strain. Correct postural alignment decreases 
abnormal cartilaginous destruction. Flexibility is of great 
importance. When the fibrous tissue and muscles about 
a joint are shortened, any sudden strain will cause much 
more damage than if these have full functional range and 
so are free to buffer the movement. Routinely, it is actu- 
ally these soft tissues that are injured and, therefore, cause 
the pain, rather than the obvious spurs seen radiologic- 
ally. However, the spurs or ridges about the margins can 
increase the strain on the attacked ligaments. Develop- 
ment of power overcomes the atrophy that in itself may 
be responsible for pain and assists markedly in control- 
ling the movement of the joint or in stabilizing it so that 
strain is decreased. Active exercise, with a balanced use 
of assistance and resistance to movement combined with 
traction on the joint or stretching of the soft tissues as 
indicated, is the method of choice as opposed to use of 
passive movement, which is of no physiological value. 
The degree of resistance that should be applied to the 
moving part is that permiting the patient to move the 
joint smoothly through its full range. As the limit of 
movement is reached, the opposing soft tissue can be 
stretched, and then the resisting force can be sharply in- 
creased against the shortened static muscles to develop 
power and to “fix” any gain in degree of motion. Careful 
muscular reeducation is as important in the treatment of 
patients with arthritis as it is in the care of a patient 
with paralysis. It often becomes more difficult, since the 
pain and even slight malalignment and tightness in the 
joints will cause muscles to lose their proper sequence of 
action and so upset the rhythm of movement. 


TREATMENT OF CERTAIN JOINTS 


The cervical spine presents certain problems in treat- 
ment that are worthy of special notice. Radiological evi- 
dence of osteoarthritis may be evident in the cervical 
spine of a person with apparently good postural align- 
ment. This may be due to trauma. The whiplash type of 
injury is a familiar one. Degenerative joint disease is 
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common in the person with a prominent seventh cervical 
vertebra, which causes forward positioning of the head, 
giving the appearance of a short neck. In either type 
spicules may extend into the nerve root canal or the 
foramina may be narrowed due to the degeneration of the 
disk and the marginal ridging. Pain may radiate over the 
occiput, to the arm, or about the chest after segmental 
distribution. If pressure on the nerves is sufficiently 
marked, evidence of lower motor neuron involvement 
may be present. In the supine position hot packs can be 
applied, followed by massage, manual traction, lateral 
and forward flexion, and lateral rotation, with necessary 
stretching and resisted motion. A movement that I con- 
sider valuable is one in which the chin is turned slightly 
toward the involved side and the neck stretched diagon- 
ally as the head is pressed forward and away from the 
involved side. Backward flexion is, of course, to be 
avoided, since it will further narrow the foramina and 
aggravate the tendency for herniation of a nucleus pul- 
posus. Any shortened muscles about the shoulder girdle 
must be lengthened by stretching and exercise. General 
good postural alignment must be emphasized, but the 
patient with a prominent seventh cervical vertebra should 
not be urged to force his head backward to obtain a 
postural alignment that is false for him. Mechanical trac- 
tion is of particular value in the treatment of the patients 
having symptoms due to osteoarthritis of the cervical 
spine. Many different methods have been described. For 
the normally aligned spine, traction with the patient in 
the erect position is effective. When applying traction to 
a person with a forward head, overhead traction is fre- 
quently not feasible. On radiological examination the 
cervical spine may be straight or markedly lordotic, but 
on traction its alignment extends from the seventh cer- 
vical vertebra, and overhead traction may then tend to in- 
crease the lordosis of the cervical spine and so close 
rather than open the foramina in the midcervical region. 
Traction with the patient in horizontal position and the 
angle of pull at 30 to 45 degrees with the table is often 
more effective. The decision as to the direction of pull 
and the pound tolerance must be made for each person 
by radiological studies of the alignment and by clinical 
test. 

The lumbosacral spine responds well to postural cor- 
rection combined with abdominal exercises given against 
the resistance of gravity or an assistant. One must be sure 
that the muscles of the hip permit full range, as the ham- 
strings, abductors, or flexors act on the pelvis, tilting it 
from its normal position, so that compensation has to 
occur in the spine. With shortening of the abductors and 
hamstrings the trunk is tilted backward on the pelvis, 
causing a generalized kyphos of the upper lumbar and 
dorsal spine, while flexor contracture results in a marked 
increase in the lumbar lordosis. 

. In hypertrophic arthritis of the hip, severe as the de- 
formity may be, it is still well to develop as much power 
about the hip as possible with the use of traction, stretch- 
ing, and resisted exercise as a means of reducing contrac- 
tures. An abductor or adductor deformity may be resistant 
to correction, but it can often be overcome in two or three 
months if it is due to contracture of soft tissues and not to 
bony block. Manipulation under anesthesia should be 
considered. Pain is often markedly reduced even in this 
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weight-bearing joint by the correction of alignment and 
the development of power. Even though surgery is still 
indicated, the atrophy of bone can be decreased in this 
manner and the patient is prepared for a postoperative 
program. 

The knee frequently fails to fully extend and may show 
lateral deviation most often toward a varus deformity. 
The quadriceps femoris muscle acts to extend the knee 
just as the weight of the body is thrust on it. It does not 
assist in keeping the knee in extension in the weight- 
bearing position. Therefore, full extension of the knee 
must be obtained, since the femur is balanced on the 
tibia with minimal muscular assistance. The quadriceps 
femoris should be well developed to control the move- 
ment of the joint and to give the patient a feeling of 
security and of consciousness of control. The vastus 
medialis may require special attention, as it tends to 
become inactive when pain is present. The development 
of power of all of the muscles ccntrolling the knee, with 
emphasis on full extension at the time of “heel-strike,” 
controls pain and so prevents the tendency to fall, a fre- 
quent complaint of patients with osteoarthritis of the 


knee. 
POSTOPERATIVE CARE 


Owing to rapid organization of blood clots, scar tissue 
forms rapidly. Early motion after operation on a joint 
brings an easier return to normal range by obtaining mo- 
bility before fixation by cicatrization can occur. The same 
program of traction with assisted and resisted exercise is 
used, so that power may be maintained and increased 
while range is being obtained. Certain movements may 
have to be avoided, depending on the particular operation 
performed. Following laminectomy for the excision of a 
herniated nucleus pulposus, even when degeneration of 
the cartilage is severe and ridging and spurring about the 
vertebral margins is marked, excellent clinical results 
can be obtained if a program of exercise is instituted 
within 24 to 48 hours postoperatively. The exercises are 
essentially abdominal but demand flexion of the spine 
either in forward or lateral direction. These are done 
from supine position. Backward flexion is, of course, 
avoided. By the second or third day the patient is able to 
sit on the edge of the bed and to flex the trunk forward 
and sideward. By the third or fourth day he is usually 
able to stand and flex the trunk forward and sideward. 
Foliowing arthroplasties of the hip or knee, early activity 
with the same general program of exercise previously 
mentioned for these joints is of great value in obtaining 
rapid rehabilitation. 

CONCLUSIONS 

The conservative treatment of degenerative joint dis- 
ease depends on good nutritional management, control 
of environmental temperature, and the correct use of 
therapeutic modalities combined with necessary support. 
The treatment by physical medicine has for its aim the 
attainment of full range of active motion, good postural 
alignment, and good muscular power. Selected types of 
exercise combined with stretching and traction are of 
real value in obtaining such results. When surgery is 
necessary the postoperative program of exercise facili- 
tates rehabilitation. 


1 Tilton Ave. 
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BREECH DELIVERY BY THE GENERAL PRACTITIONER AND THE 
“EIGHT MINUTE LIMIT” 


Frederick J. Roemer, M.D., Bedford, Ohio 


Much confusion and disagreement exist as to the most 
successful method of delivering babies presenting by the 
breech. Somehow in the development of modern obstet- 
rics the “eight minute limit” has become prominent and 
is frequently quoted and thought of in connection with 
breech delivery. I believe that the eight minute limit has 
no place in the usual breech delivery. It is believed that 
eight minutes is the time the fetus could survive compres- 
sion of the umbilical cord in situations such as prolapse 
of the cord. The situation that exists in vertex presenta- 
tion with prolapsed cord and the situation of the cord in 
the usual breech delivery sometimes are thought of as 
being somewhat analogous. It is here that confusion has 
crept into the picture. There are several salient differ- 
ences between the situation that exists in prolapse of the 
cord in vertex presentation and the common situation of 
the cord during breech presentation. One of these is that 
in breech presentation pressure between two hard objects 
(fetal head and maternal pelvis) does not occur until the 
trunk of the fetus has already emerged through the vagi- 
nal opening to the level of the thorax or upper abdomen 
(figure, a and b). In a smaller fetus this level would neces- 
sarily be nearer the umbilicus and in a larger fetus may 
be as high as the scapula or axilla, because of the differ- 
ence in the length of the trunk. The height of the umbili- 
cus above the rump is usually only one-fourth of the 
distance from the rump to the vertex, a fact that should 
be kept in mind in a breech delivery. Another feature in 
which the situation of the cord during breech delivery 
differs from that in prolapsed cord is that, in the former, 
cord compression occurs at one point only, but in cases 
of prolapsed cord it occurs at two points. As shown in 
the figure, during breech delivery this compression comes 
near the termination of the second stage of labor, while 
in prolapsed cord the compression is during the first or 
early second stage. In frank breech delivery the cord 
probably lies in the groove between the extended legs 
of the fetus and is so situated as to be protected against 
compression. Measurements show that the feet and legs 
extend upward to the level of the ears in the baby pre- 
sented in frank breech. Presumably these extremities can 
and probably do afford protection against cord compres- 
sion, because the only newborn infants that needed resus- 
citation in the present series of cases presented as single 
or double footlings. In this connection, there is less dila- 
tion in footling presentation than in full or frank breech 
at the time the head is entering the pelvis. 


Despite the protection of the grooved inner walls of 
the umbilical arteries (Hoboken’s valves), prolapse of 
the cord in vertex presentation is a dangerous situation. 
True prolapse in the breech presentation also requires 
prompt action. According to Lull and Kimbrough ' the 
breech should be extracted forthwith if the cord is pro- 
lapsed and pulsating and the cervix is dilated or dilatable. 





1. Clinical Obstetrics, Lull, C. B., and Kimbrough, R. A., editors, 
Philadelphia, J. B. Lippincott Company, 1953, pp. 540-541. 


If the cervix is not safely dilatable the patient should be 
placed in Trendelenburg or knee-chest position. The cord 
is doused with an antiseptic solution and replaced by 
hand or tied to a catheter containing a stylet. The stylet 
only is removed after the cord is replaced. Meanwhile, 
preparation for cesarean section is made. Routine ver- 
sion or extraction of the usual breech presentation often 
invites disaster and is advised against in many text- 
books. The head is the largest part of the baby except 
in the case of excessively large babies in whom the hip 
or shoulder diameter may be greater than that of the head. 
In the vertex deliveries the cervix and other soft parts 
dilate to the maximum before delivery of the widest parts. 
But in breech delivery the cervix must still continue to 
dilate after the trunk of the fetus has been delivered. For 
this reason a small, premature baby may require more 
forceful traction during extraction of the head than an 
excessively large baby, whose hips and shoulders have 
already amply dilated the cervix before the head enters 
the pelvis. In breech delivery excessive traction on the 
trunk commonly causes tears in the maternal soft parts 
and damage to the brain and spinal cord of the baby. 


The figure, a, b, c, and d, shows conditions that occur 
if spontaneous progress of the breech is permitted. But 
if the physician applies traction to the fetus before the 
head is in the pelvis or pushes downward on the head 
from above, the sequence in the figure, a, aJ, and a2, 
ensues. The after-coming head jams the incompletely 
dilated cervix and vaginal cuff down into the pelvic con- 
cavity, where this thick ring of soft tissue acts as a 
formidable obstacle to delivery. This is the situation 
commonly referred to as “breech arrest.” Imagine a 
ball suspended at the end of a string in a cylinder. Trac- 
tion on the string raises the ball easily to near the open- 
ing at the top, but the closer to the opening of the cylinder 
the ball is pulled the more the mechanical vectors resist 
traction force. If a slight resistance is applied at the top 
of the cylinder, a tremendous increase in force on the 
string must be applied in order to accomplish delivery of 
the ball. The soft tissue mass, E in the figure, is analogous 
to the resistance at the top of the cylinder. The fetal head 
is analogous to the ball and the spinal column analogous 
to the string. Measurements made on specimens in the 
department of anatomy at Western Reserve Medical Col- 
lege show the atlanto-occipitai articulation to be halfway 
between the occiput and the chin, a fact that sustains the 
string-and-ball analogy. The cuff of tissue at point E is 
created not only by the head under traction pulling down- 
ward on the incompletely dilated cervix but by a suction 
action that is involved. When traction is made on the 
breech there is a pulling downward of the entire uterine 
mass. This suction or vacuum is aptly demonstrated by 
the loud, sucking noises heard during intrauterine manip- 
ulations of the physician’s hand in podalic versions. Be- 
cause breech presentation often is the result of fetal or 
maternal abnormalities, roentgen study during early labor 
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is advisable. Under normal circumstances a vertex pres- 
entation is expected even in four-legged animals in which 
there is no factor of gravitation acting on the fetal head. 
Rhythmic uterine movements, which are present through- 
out the later stages of pregnancy, are greatest in magni- 
tude at the fundal end and practically absent at the cer- 
vical end. It is logical that the largest solid portion of 
the fetal mass (the head) should settle at the quieter 
cervical end (area of least turbulence). If an object is 
pushed back and forth and finally is pushed into a posi- 
tion where it is not likely not to be pushed any more, 
it tends to remain in that last position. 


METHOD AND RESULTS 


Results have been gratifying in the 81 consecutive 
breech deliveries I have conducted, in that no full-term 
infant needed resuscitation except in the case of single 
or double footling presentations. There was no fetal or 
maternal morbidity or mortality. In order to permit re- 
traction of the cervix above the fetal head to proceed to 
the fullest before the head entered the pelvis, no trac- 
tion was applied until the umbilicus presented over the 
mother’s perineum. Thus the uterus was allowed to dis- 
gorge most of the fetus before the physician took part 
in the delivery. When the breech is approaching (in 
multiparas or those in very active labor) or is on the 
perineum (in primiparas or those in sluggish labor), a 
local pudendal block anesthesia is started. Procaine hy- 
drochloride, 0.5%, is injected through a long, thin needle 
(22 to 26 gauge). Sometimes there is bleeding into the 
injection sites, and a small-bore needle is preferable for 
this reason. From 10 to 30 cc. of the anesthesia is in- 
jected on each side medial to the ischial tuberosities and 
forward into the labia, one finger being placed inside the 
vagina to trace the location of the point of the needle. 
Just before the episiotomy is made, another injection of 
10 or 20 cc. is placed along the tract of the anticipated 
incision. Meperidine (Demerol) hydrochloride or seco- 
barbital (Seconal) is given during labor just as in vertex 
presentations, but scopolamine hydrobromide is avoided 
because cooperation of the patient is desirable. Dilation 
and descent are often slow but can be speeded up by 
asking the mother to bear down. The presenting breech 
is smaller and softer than the head and does not stimu- 
late uterine or abdominal reflex expulsion forces as ef- 
fectively as a head. This fact was noticed and commented 
on by several women who had borne babies in vertex 
presentation previously. 

Soon after the injection of procaine hydrochloride 
there seems to be a decrease in number, duration, and 
intensity of the uterine contractions because of systemic 
action of the drug. At this stage before and after the 
pudendal block is given it will be found helpful to flex 
the mother’s thighs sharply upward onto the sides of her 
abdomen. This stretches the perineum and increases pres- 
sure agajnst it by the oncoming breech, which in turn 
stimulates uterine contractions. This part of the labor is 
slow, and it is tempting to use a manual extraction for 
the breech. Patience exercised here, however, is reward- 
ing. The desire of inexperienced nurses and assistants to 
“get things going” is discouraged for the reason shown by 
the small arrows in the figure, b, which show how with 
each contraction the lower uterine segment is thinned 
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out and pulled upward over the fetal head, allowing more 
freedom in the pelvis. After the umbilicus presents, the 
baby delivers easily by any method. Care is taken not 
to raise the trunk too sharply upward to prevent tearing 
the sternocleidomastoid muscle * or injuring the cervical 
spine. A generous episiotomy and forceps on the after- 
coming head are helpful. Nuchal arms were rarely en- 
countered (four times) and easily dealt with because 
there was ample room in the pelvis for manipulation. 
This ample room was the result of the upward retrac- 
tion of the cervix, paracervical tissues, and vaginal cuff 
during spontaneous labor (figure, a, b, c, and d). 


COMMENT 
Dr. Sidney J. Stone,* who for many years has had 
excellent results with frequent use of internal podalic 
versions and routine manual extraction of the breech, ad- 
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Conditions that occur if spontaneous progress of the breech is permitted 


vises that, if it is to be done, it should be done early. He 
advises that, if the breech is allowed to descend deeply 
into the pelvis before interference is begun, the baby’s 
legs are pinned against its body and are very difficult to 
bring down. If the legs are brought down as soon as the 
cervix is fully dilated and the breech still high in the 
roomy part of the pelvis, the necessary manipulations by 
the operator’s hand dilate fully the cervical and para- 
cervical tissues and vaginal cuff. The intrauterine vacuum 
is probably also broken up by this means. The thinning 
out of the soft tissues is thus accomplished. Experience 
shows that for most physicians this type of delivery 
should be used only for emergencies. Routine manual 





2. Roemer, F. J.: Relation of Torticollis to Breech Delivery, Am. J. 
Obst. & Gynec. 68: 1146-1150, 1954. 
3. Stone, S. J.: Personal communication to the author. 
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extraction of the breech should be done only by those 
who have had long, careful training and whose results 
consistently are good enough to warrant continued use 
of the procedure. The obvious advantages of early man- 
ual extraction of the breech are that it shortens labor 
(reducing the time element in which complications might 
arise) and that the mother has not had such a prolonged 
labor. In these days of easy contraception, an especially 
difficult labor may turn the mother against having another 
baby. Stone * also points out that unfortunately the calling 
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of the obstetrician is frequently timed so that when he 
arrives the breech is resting on the perineum, the most 
difficult and dangerous time to attempt a manual extrac- 
tion of the breech, and the patient is under anesthesia. In 
such instances I permit the patient to waken and further 
express the fetus by natural labor until at least the um- 
bilical area passes over the perineum. Usually the patient 
does not need to be completely awake for this to he ac- 
complished. 


Cleveland Trust Bldg. 





FACTORS DETERMINING MORTALITY IN PATIENTS WITH ACUTE 
HEAD INJURY 


Alex W. Ulin, M.D., Axel K. Olsen, M.D. 


William L. Martin, M.D., Philadelphia 


The factors determining mortality in patients with 
acute head injury, besides damage to the brain itself, are 
much the same factors that determine mortality in trau- 
ma generally: shock, asphyxia, concomitant injury to an- 
other system, and concomitant medical disease. To this 
foursome should be added infection and probably those 
two other deadly horsemen added by the apocalyptic ex- 
plosion at Hiroshima, radiation injury and mass catas- 
trophe. The logistics of taking care of a large number of 
seriously injured offers difficulties that may affect mor- 
tality. Therefore acute head injuries like burns, crush 
injuries, compound fractures, and abdominal and tho- 
racic injuries, all involving such general problems of 
management, must be of interest to the general surgeon 
and practicing physician as well as to the neurosurgical 
specialist. We reviewed the records of one thousand con- 
secutive patients with acute head injury admitted to the 
Hahnemann Hospital in a recent five year period.’ The 
over-all mortality rate of 7.5% was considered excellent; 
however, many unhappy episodes with the factors men- 
tioned prompted us to analyze our personal experience 
in an attempt to improve the management of the more 
seriously injured patients. A critical breakdown con- 
firmed a disquieting suspicion that the mortality rate in 
the serious cases and in cases in which operation was 
performed was high. An analysis of series at other clinics 
revealed the same thing to be true. Generally, over-all 
mortality rates have improved. Since World War II, a 
more reasonable physiological attitude has been taken in 
the treatment of these patients; thus, in our hospital we 
have abandoned subtemporal decompression or decom- 
pressive craniectomies for relieving cerebral edema, re- 
lied less on repeated spinal taps and drainage, and avoided 





From the departments of surgery and neurosurgery, Hahnemann Medical 
College and Hospital of Philadelphia. 

Read before the Section on Surgery, General and Abdominal, at the 
103rd Annual Meeting of the American Medical Association, San Francisco, 
June 25, 1954. 

1. Ulin, A. W.; Rosomoff, H. L.; Berkowitz, D., and Olsen, A. K.: 
Acute Head Injury: A Review of One Thousand Cases, Am. Surgeon 
19: 226-235 (March) 1953. 

2. de Gutierrez-Mahoney, C. G., and Robinson, F.: Acute Cranio- 
cerebral Injuries: A Clinical and Experimental Study of Results of a More 
Effective Form of Treatment, S. Clin. North America, 32: 471-489 (April) 
1952. 


severe dehydration regimens and the use of hypertonic 
solutions administered intravenously. Rather, we have 
attempted to use more conservative measures to support 
the patient as a whole and to observe the indications for 
surgery, be it exploratory burr holes, tracheostomy, or 
surgery indicated for complicating injuries in the chest 
or abdomen. The over-all mortality rate reported by de 
Gutierrez-Mahoney and Robinson * of New York City 
in April, 1952, for 700 cases was 8.6%; however, for 
severe head injuries in 112 patients, the operative mor- 
tality rate was 22 out of 58 patients, 38%. The total 
mortality rate in the serious cases was 59 out of 115 pa- 
tients, which is 52%. Not enough emphasis has been 
placed on the poor results in this category. 


EMERGENCY DIAGNOSIS AND TREATMENT 

The increasing number of head injuries poses a public 
health and hospital administrative problem. In our insti- 
tution, as far as head injuries are concerned, auto acci- 
dents plus a rowdy Saturday night at one of the nearby, 
less elegant sections of the city can produce problems of 
management, hospitalization, and nursing that may jeop- 
ardize the survival of a patient. The ratio of emergency 
patients observed to the available hospital space and per- 
sonnel is often excessive at some particular time. Since 
it was not possible to admit every patient with a head in- 
jury who was brought to our emergency room, we used a 
practical clinical classification as a basis for judgment 
and then relied on a supervised house staff to make the 
correct decision in each case. Did the percentage of pre- 
ventable error justify such a policy? This question must 
be answered by each hospital faced with the same prob- 
lem. Such a policy at this institution resulted in three 
serious complications: one patient who was not admitted 
was reported to have died elsewhere; one was returned 
in deep coma with an epidural clot; and the other was 
brought back with meningitis. The latter two also sub- 
sequently died. When these patients were first seen, they 
allegedly showed no real evidence of external injury and 
had no certain history of unconsciousness; therefore we 
became convinced that, if such a patient has a history 
of a serious accident or hard blow, he should be hospital- 
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ized on suspicion. This holds true especially for alcoholic 
patients, who should be kept under medical observation 
until they are mentally clear. We have since expanded the 
facilities of a receiving ward so that questionable cases 
may be observed and the patient cared for at least for 12 
hours. On the other hand, there were 430 patients in our 
series who eventually proved to have no notable cerebral 
damage. These persons were diagnostic problems at the 
time of admission. Each was suspected of having cerebral 
injury, possibly with serious complications, The true na- 
ture of their status became apparent only after careful 
observation for a period of at least 24 hours. Further- 
more, for 1,000 patients admitted, there were about 850 
patients seen and treated on a dispensary basis. There 
were about 120 patients admitted in whom the compli- 
cating injury took precedence and the head injury, if not 
minor, was at least of no serious consequence. Therefore, 
in the face of an effort to be perfect in our diagnosis and 
disposition of head injury cases in the emergency room, 
we made 3 errors in about 2,000 cases. The classification 
used combines both a clinical and a pathological ap- 
proach to the problem of acute head injury (fig. 1). It 
recognizes that a substantial number of head injuries are 
associated with other systemic injuries or concomitant 
medicosurgical diseases and enables the house physician 
who first sees the case to take a more objective and com- 
plete view of the patient. The tendency for the uninitiated 
physician is to focus attention on a scalp laceration and to 
overlook shock, paradoxical respiration, ruptured blad- 
der, ruptured spleen, or even a spinal cord injury. A skull 
fracture alone may constitute a minor injury; however, 
when we realize that it is often associated with severe 
cerebral or extracranial injury, this fracture assumes seri- 
ous prognostic significance. In our series, the mortality 
rate in patients having cerebral injury without skull frac- 
ture was 5.7%; with skull fracture it was 26.1%. Roent- 
genograms of the skull should be taken some time during 
the patient’s hospital stay. Generally speaking, roent- 
genograms should not be made until after the critical 
period has passed; however, the old admonition that tak- 
ing roentgenograms in the seriously injured patient should 
be condemned must be qualified. Accurate roentgeno- 


TABLE 1.—Neurological Abnormalities, Eighty-Eight Patients 
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graphic diagnosis was essential in the proper management 
of some patients, whether in shock or not, especially when 
the chest or abdomen was involved. 


The use of antibiotics in head injuries should be rou- 
tine in those patients who bleed or leak cerebrospinal 
fluid from the ears, nose, or mouth or show any signs 
of meningeal irritation. Generally, penicillin, with intra- 
venously administered sodium sulfadiazine as an impor- 
tant adjunct, was the antibiotic of choice in routine cases. 
There were two patients with meningitis in our series, 
both of whom died notwithstanding vigorous therapy; 
however, at the time of admission, each had fully devel- 
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oped meningitis together with severe pulmonary compli- 
cations. Both had skull fractures with bleeding from the 
ears. These were the only persons with meningeal infection 
in a group of 73 patients with bleeding or leakage of cere- 
brospinal fluid from the ear, nose, or throat. When judg- 
ing the severity of cerebral damage, the observation of 
the presence or absence of coma and its degree was of 
paramount importance. In many cases of serious head 
injury, localizing and lateralizing signs did not appear 
(table 1). Spinal taps and studies of the cerebrospinal 
fluid (90 recorded, all showing blood) offered better ob- 
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Fig. 1.—Comprehensive diagnostic scheme of acute head injury. Modified 
from Ulin and others? with permission of the publishers of the American 
Surgeon. 


jective evidence of serious head injury than did roent- 
genograms of the skull. Probably both would be impor- 
tant for medicolegal purposes. Abnormal neurological 
signs appeared in 88 patients (69%). Forty patients 
(31%) with head injuries showed no manifestations of 
cerebral damage other than coma; therefore, it is impera- 
tive that all hospital personnel, both professional and 
nonprofessional, be trained to note any changes in degree 
of consciousness. The indications for exploratory burr 
holes were: (1) coma that was persistent, deepening, or 
intermittent; (2) progressive deterioration, slow or rapid; 
(3) persistent or progressive abnormal neurological signs; 
(4) prolonged stationary course; and (5) patient ad- 
mitted in critical condition, without accurate details of 
history and clinical course and in whom there was a high 
index of suspicion. 


TRACHEOSTOMY AND ENDOTRACHEAL SUCTION 


Respiratory embarrassment was the most serious com- 
plicating factor. As we recognized this, we treated it with 
endotracheal suction (intubation or bronchoscopy) or 
tracheostomy. Tracheostomy is becoming recognized as 
good preoperative therapy in the prevention of pulmonary 
complications in severely injured or debilitated patients. 
In this respect, particular care of the neurosurgical patient 
is needed, since additional factors are present as a result 
of the cerebral injury itself, i. e., decreased gag reflex, 
obstruction by relaxed pharyngeal musculature, aspira- 
tion of food, liquid, and saliva into the lungs, and the ten- 
dency to accumulate secretions in the tracheobronchial 
tree. The concomitant occurrence of chest injuries among 
patients suffering from head trauma increases the mor- 
tality rate. Tracheostomy * has been shown to have defi- 





3. (a) Carter, B. N., and Giuseffi, J.: The Use of Tracheotomy in the 
Treatment of Crushing Injuries of the Chest, Surg., Gynec. & Obst. 96: 
55-64 (Jan.) 1953. (b) Ulin, A. W., and Rosomoff, H. L.: Management of 
Airway in Acute Head Injury, A. M. A. Arch. Surg. 67: 756-761 (Nov.) 


1953. 
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nite therapeutic effects in this group in that it allows a 


mechanical cleansing of the airway by easy removal of 


excessive fluids or blood from the tracheobronchial tree 
as well as relief of laryngeal obstruction from edema, 
bleeding, or faulty function of the vocal cords. It offers 
a physiological decrease in the amount of dead space 
of the respiratory tract and a diminished resistance to 
breathing. For the patient who has been comatose more 
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Fig. 2.—Effect of oxygen on the vagovagal reflex. Eleven dogs under deep 
thiopental anesthesia, with neck open and both carotid sinuses exposed, 
trachea intubated, and continuous electrocardiogram recordings taken. 
Stimulus: simultaneous compression of both carotid sinuses for 14 heart- 
beats. Oxygen was added at the rate of 2.5 liters per minute. 


than 24 hours, tracheostomy may be helpful. Great 
amounts of “hidden” bronchial secretions may be raised 
by aspiration, even if no clinical signs of respiratory dis- 
tress are evident. Furthermore, tracheostomy has the 
advantages of being a well-tolerated, simple, single pro- 
cedure, as well as being direct and definitive. Less experi- 
enced ward help can take over aspiration and manage- 
ment of the oxygen catheter. Alcoholic, intractable, and 
severely injured patients are most easily managed in this 
manner. 

There are physicians who disapprove of tracheostomy, 
even with the indications we have outlined; however, we 
have rarely seen any serious complications result from a 
tracheostomy that was properly done and managed well. 
We will not deny that injudicious management of trache- 
ostomy, rough handling, too frequent and long suction, 
and improper intubation could lead to serious complica- 
tions. In our series, there were two deaths just at the 
completion of a bronchoscopic aspiration. In both in- 
stances, this was done gently, and the airway was well 
cleaned out. At the time of these deaths, we thought that 
perhaps the handling of a serious head injury had been 





4. Stephenson, H. E.; Reid, L. C., and Hinton, J. W.: Some Common 
Denominators in 1200 Cases of Cardiac Arrest, Ann. Surg. 137: 731-744 
(May) 1953. 

5. Kergin, F. G.; Bean, D. M., and Paul, W.: Anoxia During Intra- 
thoracic Operations, J. Thoracic Surg. 17: 709-711 (Oct.) 1948. 

6. Reid, L. C., and Brace, D. E.: Irritation of the Respiratory Tract 
and Its Refiex Effect upon the Heart, Surg., Gynec. & Obst. 70: 157-162 
(Feb.) 1940. 
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the cause of death; however, it now seems reasonable to 
postulate that death in both cases could have been due 
to cardiac arrest.* With our increasing experience in the 
operating room in handling this catastrophe and our 
knowledge of its mechanism, this idea seems more accep- 
table.*” At any rate, the factors that contribute to the 
death of the patient should be investigated and the part 
they play in tracheostomy should be ascertained. Con- 
tinuous suction could aspirate the tidal air, or, during 
the suction, the patient might stop breathing. This could 
lead to a drop in alveolar oxygen and reduction in the 
arterial oxygen saturation as was demonstrated by Ker- 
gin® in the anesthetized patient undergoing thoracic 
surgery. He invariably produced sharp drops in the arte- 
rial oxygen by aspiration of the trachea. The presence of a 
tube in the trachea or against the carina may cause a 
vagovagal reflex.* Dr. John C. Scott of our group, who 
has been interested clinically and experimentally in this 
problem, feels that the vagovagal reflex may be of im- 
portance in initiating cardiac depression. Figure 2 shows 
the results obtained in a series of experiments on dogs, 
which illustrate the effect of oxygen on the reflex. The 
addition of oxygen markedly diminished the vagal effect 
on the R-R interval in the electrocardiogram. Further- 
more, work in the laboratory by Dr. Scott and Dr. E. A. 
Reed indicates that hypoxia will potentiate this reflex. 
The effect of hypoxia and the vagovagal reflex in the ex- 
perimental animal and the patient with cerebral injury or 
edema should also be determined. Finally, we should in- 
vestigate, besides intrinsic heart disease itself, the other 
variables (including drugs) that sensitize the heart to 
the factors under consideration. Table 2 shows that we 
can, by aspiration of the trachea with a small catheter, 
no. 14, through a tracheostomy, produce some lowering 
of the arterial oxygen. This was significant only in 
case 2; however, continuous electrocardiographic trac- 
ings showed no changes in the T waves or S-T segments. 
A moderate tachycardia was the usual response, and, in 
the patient mentioned above, the pulse rate went to 152 


TaBLE 2.—Change in Arterial Oxygen Content Produced 
by Tracheostomy 
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per minute. We are continuing clinical and experimental 
investigations along these lines. More data may help us 
improve the method of management of the airway in both 
conscious and unconscious patients after trauma. Today, 
it appears that tracheostomy is easier to manage and is 
safer than bronchoscopy. Still, from our observations, 
we would warn that: suction through a tracheostom) 
should be gentle; a clean no. 12 or no. 14 catheter should 
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be used; periods of suction should be short, about five 
seconds; and oxygen should be available by catheter and 
administered through the tracheostomy tube. 


MORTALITY RATE 

In our series as well as in others, the high mortality 
rate of 40 to 60% for severe head injuries was primarily 
due to either extensive, multiple cerebral damage, usually 
contusions and lacerations of the brain, or serious ex- 
tracranial complicating factors. Death rates in reported 
series have little significance unless they are based on a 
classification according to severity of injury and compli- 
cations. The over-all mortality rate in most institutions 
has been reduced from 15 to 20% to less than 10%. 
This is because the larger number of patients with minor 
or noncerebral injuries now being admitted tend to lower 
the mortality rate. The outlook for the group of patients 
suffering from severe injuries, when analyzed in all re- 
ported series, still is poor. Table 3 gives the breakdown 
of mortality rate figures and focuses attention on the seri- 
ously injured group. This group comprised 10 to 15% 
of all acute head injuries. The patients in this category 
should be recognized almost from the beginning. Our 


TaBLe 3.—Mortality Rate According to Injuries and Procedures 


Mortality 

No. of Rate, 

Injuries and Procedures Cases %* 
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* The over-all mortality rate in 1,000 cases was 7.4%. 


classification has been useful in this respect; it emphasizes 
the factors that cause mortality and graphically presents 
to the house officer a practical scheme for a complete 
diagnosis. 
GENERAL MANAGEMENT 

Management of the patient by the general surgeon 
in most instances, with the neurosurgeon called in on a 
consultant basis as indicated, is a procedure that may 
well be the cause of a good bit of discussion. Whatever 
may be theoretically correct, the fact remains that gen- 
erally, throughout the country, most head injuries at 
first come under the care of the general surgeon, if not 
the general practitioner. This is probably also true in 
all other traumatic categories. Obviously, there are not 
enough specialists to care for any specific trauma at any 
given time and place. Furthermore, many of the general 
factors producing mortality in any traumatic case could 
be satisfactorily managed by the physician or surgeon 
in general practice. In neurosurgical patients, there need 
be little cause for concern if there is close cooperation 
with the specialist. However, this relationship might 
break down if: (1) the patient were to be under the care 
of the two physicians, one of whom unconsciously tended 
to put responsibility on the other, leaving no one physi- 
cian in total charge of the patient, or (2) there was delay 
in obtaining definitive therapy because some of the signs 
pointing to its need were a little obscure and the general 
practitioner might not be so alert to appearance of the 
signs. When the patient. is seen by the neurosurgeon, 
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the signs have often already changed and the observer 
may not have been fully aware of it. This is particularly 
true if the observer is not trained along these lines. In 
addition, there are a certain number of patients in whom 
no definitely abnormal signs beyond that of a deepening 
stupor develop. Therefore, it has become necessary, in 
our minds at least, to simplify the indications for burr 
hole exploration to the ultimate and to make them include 
any patient with even a questionable head injury who is 
not improving satisfactorily in the minutes or hours we 
have to watch him. It is true that in some of these patients 
the injuries are so severe that they exclude a reasonable 
hope for recovery, but any real improvement in mortality 
rate must come in this group. Here, the general measures 
and specific neurosurgical management designed to meet 
the various factors causing mortality require continued 
critical appraisal. 


SUMMARY AND CONCLUSIONS 

Aside from damage to the brain itself, the factors that 
determine mortality in patients with acute head mjury 
are those that determine mortality in trauma generally: 
shock, asphyxia, concomitant injury to other systems, 
concomitant medical disease, infection, and thermal and 
radiation injuries. On the basis of 1,000 consecutive 
patients with head injury admitted to one hospital, a 
classification was made of acute head injury cases that 
combines a clinical and pathological approach to the 
problem and enables the house physician to take a more 
objective and complete view of the injured patient. Re- 
spiratory embarrassment was the most serious complica- 
ting factor in this series of cases, and it was treated with 
tracheostomy or endotracheal suction. The outlook for 
the seriously injured patient is still poor. Serious brain 
damage may preclude a good result regardless of treat- 
ment; however, the methods of management of the other 
factors causing death should be examined for any im- 
provements that could be made. 


230 N. Broad St. (Dr. Martin). 





Infectious Hepatitis.—Infectious hepatitis now ranks among the 
leading communicable diseases. Fortunately, only a small pro- 
portion of the cases terminate fatally. In 1952, there were 794 
deaths from the disease reported in the United States. . . . Less 
than one sixth of the deaths from this disease in 1951 were at 
the ages under 15, and more than half were at ages 45 and 
over. .. . The recorded incidence rate for infectious hepatitis 
varies considerably from state to state. In general, the states 
with the highest case rates are in the northern part of the coun- 
try. Last year, the greatest number of cases in relation to popu- 
lation was reported in Maine, Oregon, Virginia, and lowa, where 
the incidence rate was somewhat over three times the national 
average of 22 per 100,000 population. . . . While a number of 
epidemics of infectious hepatitis have been traced to personal 
contact and to contaminated water and food supplies, the route 
of transmission in most instances has not been definitely estab- 
lished. There is evidence that the disease may be spread by 
carriers of the virus who have neither a history of hepatitis nor 
any clinical symptoms of it. . . . The disease does not respond 
to chemotherapy, antibiotics, or any other specific therapy. 
Despite these difficulties, infectious and serum hepatitis are to 
some extent amenable to control. Gamma globulin has proved 
effective in preventing cases among persons exposed to the dis- 
ease.—Infectious Hepatitis—A Growing Health Problem, Sta- 
tistical Bulletin, Metropolitan Life Insurance Company, Novem- 
ber, 1954. 
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OTOLARYNGOLOGY 


Aubrey G. Rawlins, M.D., San Francisco 


If the human body could not withstand stress, the hu- 
man race would quickly disappear from the face of the 
earth. As a matter of fact, without this ability, we could 
not even survive the normal strains of everyday life. The 
amount of lowering of our circulating eosinophils pro- 
duced by any stress is a fair test for the activity of this 
mechanism. To illustrate what a sensitive and intricate 
stress mechanism our bodies possess, the small chore of 
getting up in the morning, dressing, and going to work 
markedly depresses the blood eosinophils. During health, 
almost all tissues and physiological processes are in- 
volved in meeting stress; however, there is one regulating 
system that phylogenetically has been developed espe- 
cially for this purpose. This is the pituitary-adrenal axis 
with all of its hormonal and enzymatic actions. The 
anterior pituitary secretes several hormones; these trophic 
hormones, in turn, stimulate other glands of internal 
secretion. Among the hormones secreted by the an- 
terior pituitary are gonadotrophin, thyrotropin, soma- 
tropin, and adrenocorticotropin. The last, cortico- 
tropin (ACTH), is the only known anterior pituitary 
trophic hormone that stimulates the adrenal cortex. It 
apparently stimulates the production of all of the adrenal 
cortical steroids, some 28 of which have aiready been 
extracted; two of the most important groups are the 
mineralocorticoids, like desoxycorticosterone, and the 
glucocorticoids, like cortisone and hydrocortisone. One 
of the main functions of the mineralocorticoids is their 
action in salt and water metabolism. Although the gluco- 
corticoids have slight mineral activity, they produce 
many other important metabolic and morphological 
changes, which will be noted later. 


BIOLOGICAL REACTIONS TO STRESS 


Certain specific biological reactions take place only 
from specific stresses. For example, if streptococci enter 
the tissues, survive, and multiply, a local inflammatory 
reaction takes place, and the body builds up specific 
antibodies against these organisms. On the other hand, if 
this infection is severe enough, it will provoke enough 
constitutional stress to stimulate the pituitary-adrenal 
axis and start Selye’s alarm reaction.’ This puts into mo- 
tion a stereotyped set of systemic reactions that take place 
regardless of the type of stress, whether it be infection, 
chilling, overwork, allergic reaction, or emotional stimu- 
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lus. The stressed tissues send neural or humoral im- 
pulses to the hypothalamus, which in turn stimulates the 
anterior pituitary to secrete more corticotropin and less 
somatropin, thyrotropin, and gonadotrophin (the last 
three pituitary hormones are apparently not essential dur- 
ing emergencies *). Corticotropin, in turn, stimulates the 
adrenal cortex to secrete the cortical hormones; however, 
it stimulates predominantly the production of glucocorti- 
coids,* especially hydrocortisone; hence, hydrocortisone 
might be termed the stress hormone. The hormones help 
to regulate their own production; for example, when 
the level of hydrocortisone is elevated in the blood stream, 
the secretion of corticotropin by the anterior pituitary is 
depressed; thus a hormonal equilibrium is maintained. 


THEORIES CONCERNING ACTION 


According to Selye’s school of thought, the in- 
creased production of glucocorticoids from stress, or from 
the exogenic introduction of corticotropin, produces an 
eosinopenia and lymphopenia, increases the amount of 
corticoids or their metabolites in the urine, depletes 
the adrenal gland of ascorbic acid and cholesterol, and 
produces a hypertrophy of the adrenal cortex. Also, 
proteins are transformed into carbohydrates, inflam- 
mation is decreased, fibrosis is inhibited, all elements 
of granulation tissue are depressed, wound healing is 
inhibited, the integrity of the peripheral vascular bed 
is maintained,* and the ground substance of the con- 
nective tissue is made firmer. In short, the glucocorti- 
coids aid in maintaining a healthy state in the cells and 
tissues regardless of the stresses and strains of life. Selye * 
believes that glucocorticoids produce these metabolic 
and morphological reactions directly. Another school of 
thought, headed by Ingle, Sayers, and Engel, believes that 
the existing evidence supports the hypothesis that the 
adrenal cortex plays a more indirect role in the stress re- 
actions.* These men believe that the glucocorticoids are 
necessary for the stress reactions to take place but that 
the hormones themselves do not directly produce these 
reactions. Undoubtedly, proof will soon be forthcoming 
that parts of both interpretations are correct. At any rate, 
the pituitary-adrenal axis is essential in the stress mech- 
anism. Selye * has divided the adrenal corticoids into 
prophlogistic and antiphlogistic types. The mineralo- 
corticoids, like desoxycorticosterone, are prophlo- 
gistic and enhance inflammation. The  glucocorti- 
coids, like cortisone and hydrocoitisone, are antiphlo- 
gistic and inhibit edema and the fornation of granulation 
tissue; thus they cut down on the walling-off process of 
a chronic infection. It is evident, then, that cortisone and 
hydrocortisone would aid in an allergic or rheumatic in- 
flammation and probabiy in the early stage of other in- 
flammations. On the other hand, they would help break 
down the granulomatous capsule of a tuberculosis infec- 
tion and also would inhibit wound healing. The inhibi- 
tion of inflammation by the glucocorticoids probably 
takes place through their action on fibroblasts and the 
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cround substance of the connective tissue and also by 
their action of maintaining the integrity of the peripheral 
vascular bed.* 


CONDITIONING FACTORS 

Although the systemic reaction to stress has a regular 
pattern, regardless of the type of stress, it may be modi- 
fied somewhat by conditioning factors.* In other words, 
the target tissues in different persons may react differ- 
ently, depending on such factors as heredity, diet, pre- 
vious disease, and trauma. These factors may be at least 
partial causes of some connective tissue diseases, such 
as arthritis, iritis, rheumatic fever, and allergy’; they 
may also account for the selectivity of the site ‘or con- 
nective tissue disease. After infecting organisms pene- 
trate the epithelium, the next structure that they encounter 
is the ground substance of the connective tissue. This gel- 
like mucopolysaccharide consists mostly of hyaluronic 
acid, and it is probably formed by enzyme activity of the 
fibroblasts.®° It is broken down or liquified by the enzyme 
hyaluronidase. Like all tissues in the body, the ground 
substance is in a constant state of flux; therefore these 
enzymes, which build it up and break it down, must be 
present in the connective tissue at all times.° They are 
probably present in an inactive form and are activated 
when needed. The consistency of the ground substance is 
important because of its function as a barrier against the 
spread of infection. The firmer the ground substance, the 
greater the barrier effect, and vice versa. In the body, 
hydrocortisone and cortisone have an antihyaluronidase 
effect *; they thus make the gel firmer and less edematous. 
In this sense, the glucocorticoids have a tendency to in- 
hibit the spread of early infection and also to decrease 
allergic edema. Hyaluronidase is also elaborated by some 
streptococci and pneumococci *; hence these organisms 
have the property of liquefying the connective tissue gel 
and thus enhancing their invasiveness and virulence. 
From these observations, it becomes apparent that two 
factors are involved in the matter of an infecting organ- 
ism gaining entrance into the tissues: the invasiveness of 
the infecting organism and the condition of the ground 
substance of the host. The latter is influenced markedly 
by the adrenal corticoids. 


GENERAL ADAPTATION SYNDROME 


The systemic reaction to nonspecific stress has been 
termed, by Selye,’ the general adaptation syndrome. In- 
flammation is any local reaction in the tissues; Selye * 
terms this the local adaptation syndrome. This local in- 
flammation produces tissue damage with the liberation of 
leukotaxine-like polypeptides, histamine, and probably 
hyaluronidase. It is characterized by edema of the ground 
substance, increased capillary permeability, and local 
accumulation of different types of polymorphonuclear 
leukocytes and other cells. This local inflammatory reac- 
tion to infection and trauma may be modified by the 
general adaptation syndrome, depending on how much 
systemic stress is involved. If the local reaction produces 
enough systemic stress, enough hydrocortisone will be 
produced to inhibit edema and lessen the inflammatory 
reaction. As stated previously, at times this may be good, 
and at other times, bad; therefore, the hormonal balance 





OTOLARYNGOLOG Y—RAWLINS 501 







not only has a marked effect on infecting organisms get- 
ting into the tissues but also modifies the inflammatory 
reaction after the infection is established. 

Certain medical phenomena previously without scien- 
tific explanation now become clear, for example, the 
improvement of arthritic symptoms in a patient who has 
had a bad case of pneumonia. The explanation is simply 
that the stress from the pneumonia infection is sufficient 
to stimulate the pituitary-adrenal axis to secrete enough 
hydrocortisone to allay the rheumatic inflammation. For 
the same reason, a patient with asthma may temporarily 
improve after an anesthetic and an operation. Another 
example is improvement in an allergic patient after in- 
jections of allergen; while the desensitization may be of 
primary importance, some of the improvement may be 
from mild alarm reactions produced by the injections. 
Improvement following injections of other foreign pro- 
teins may be attributable to this same reaction. Also, 
fever therapy produces an alarm reaction that increases 
the secretion of glucocorticoids; this is similar to the ef- 
fect of an injection of corticotropin. It would appear that 
if we consider the specific biological effects of specific 
stresses and also the local inflammatory effects along with 
the systemic modifications by the over-all pituitary-ad- 
renal axis, we have considered most diseases of man- 
kind. 

PRACTICAL ASPECTS AS RELATED TO 
OTORHINOLARYNGOLOGY 

In making use of corticotropin, cortisone, and hydro- 
cortisone, the otolaryngologist should remember a 
number of important points. These hormones do not 
cure any disease. If the maximum stimulation of 
the adrenal cortex is desired, corticotropin should be 
given intravenously; maximum stimulation can be pro- 
duced by giving only about 10 to 20 units in 1,000 cc. 
of 5% glucose over a period of eight hours. The gluco- 
corticoids depress the adrenal cortex, and corticotropin 
stimulates it; therefore, the two should be used alter- 
nately, to prevent the let-down feeling that so often oc- 
curs after the use of cortisone or hydrocortisone. The 
dose of cortisone and hydrocortisone should be tapered 
off gradually and not suddenly discontinued; this also 
helps prevent the let-down feeling that may follow the 
use of these hormones. No larger dose should be given 
than is necessary to relieve the symptoms. When infec- 
tion is involved, the appropriate antibiotic should be 
used. Hydrocortisone seems to have less tendency to in- 
crease the blood pressure than the other hormones have. 
Hydrocortisone is stronger than cortisone, and about 
one-half to two-thirds of the corresponding dose should 
be used. For local use, hydrocortisone is the hormone of 
choice. Otolaryngologists should not use large doses of 
any of these hormones over a long period of time. These 
hormones should be used with great caution; however, 
if they are used cautiously, no permanent damage should 
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result; the injudicious use of penicillin and other anti- 
biotics is certainly much more dangerous than the care- 
ful use of hormones. Before these hormones are pre- 
scribed, the patient’s history should be checked for gastric 
ulcer, previous tuberculosis, hypertension, diabetes, and 
kidney disease; the blood pressure should be taken, and 
a urinalysis should be made. The hormones should or- 
dinarily not be used in conditions of gastric ulcer, past 
or present tuberculosis, hypertension, diabetes, or psy- 
chotic states. If corticotropin or the glucocorticoids are 
given for a fairly long period of time, the patient should 
be on a high-protein and low-salt diet, with potassium 
added; this diet will aid in preventing undesirable side- 
effects. If a patient has been taking hydrocortisone or 
cortisone for some time and the need for surgery arises, 
great caution should be exercised; there is some danger of 
failure of the already depressed adrenal cortex from the 
extra surgical stress; usually the dose of glucocorticoids 
should be increased and continued for several days after 
surgery. Wound healing is not stopped but merely in- 
hibited by the antiphlogistic hormones. When given by 
mouth, cortisone and hydrocortisone act quickly, but 
their action is not very prolonged; when cortisone is given 
intramuscularly, the action is slower but more prolonged. 


CONDITIONS IN WHICH THESE HORMONES 
ARE USEFUL 


The otolaryngologist will find corticotropin, cortisone, 
and hydrocortisone useful in many conditions. In hay 
fever, particularly in severe cases not controlled by ordi- 
nary methods and in localities where the season is short, 
corticotropin (Acthar) gel may be given in combina- 
tion with hydrocortisone or cortisone by mouth; hydro- 
cortisone eye drops are also very useful. In status asth- 
maticus, corticotropin may be given intravenously, in 
combination with cortisone or hydrocortisone by mouth. 
Reactions to penicillin and other drugs, angioneurotic 
edema, and hives are usually well controlled with a com- 
bination of corticotropin and cortisone or hydrocortisone. 
In acute edema of the larynx, use of these hormones may 
prevent the necessity of doing a tracheotomy. The addi- 
tion of these hormones to specific treatment may save 
many critically ill patients; I have seen two such instances 
in patients with acute fulminant meningitis. For idio- 
pathic midline granuloma of the facial tissues,’ cortico- 
tropin plus hydrocortisone is the treatment of choice. 
When histamine cephalalgia and other vascular head- 
aches do not respond to histamine therapy and other 
vasodilating therapy, two or three intravenous injections 
of corticotropin will often bring about improvement. 
After curettage or fulguration of a contact ulcer of the 
larynx, the use of corticotropin and the glucocorticoids 
will frequently prevent further granulations and enhance 
healing. In fresh stricture of the esophagus, the use of 
these hormones may prevent fibrosis and lessen stricture 
formation. After the removal of nasal polyps or laryngeal 
polyps, a course of hormone therapy will aid in prevent- 
ing recurrence. For eczema and dermatitis of the external 
ear, the local use of a combination of hydrocortisone and 
the proper antibiotic, put up in propylene glycol, is very 
beneficial. In chronic vasomotor rhinitis, these hormones 
should not be used except to give the patient temporary 
aid while other methods of treatment are being instituted; 
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an occasional injection of 5 or 10 units of corticotropin 
gel may be useful while desensitization is being carried 
on. Early treatment of Bell’s palsy with corticotropin o; 
cortisone may cut down the edema of the facial nerve anq 
relieve this self-limited condition.'° 


SUMMARY 

The pituitary-adrenal axis plays an important role in 
the body’s response to stress. Stress stimulates the an. 
terior pituitary to secrete a greater amount than usual of 
corticotropin, which, in turn, stimulates the secretion of 
increased amounts of the cortical hormones, especially 
the glucocorticoid hydrocortisone. The glucocorticoids, 
which are antiphlogistic, cut down on the walling-of 
process of chronic infection by suppressing all elements 
of granulation tissue and making the ground substance a 
better barrier against the spread of early infection. Sev. 
eral medical phenomena previously without scientific 
explanation are now thought to be the results of alarm 
reactions, for example, improvement of arthritis after 
pneumonia, improvement of asthma after anesthetic and 
operation, and the beneficial effects of fever therapy. 
For maximum stimulation of the adrenal cortex, corti- 
cotropin should be given intravenously; it should often 
be used in alternation with the glucocorticoids, which 
depress the adrenal cortex, to prevent the let-down feel- 
ing that often follows the prolonged use of any of these 
hormones. All three hormones should be used with great 
caution; when so used, they should cause no permanent 
damage. They should ordinarily not be used in patients 
who have a history of gastric ulcer, tuberculosis, hyper- 
tension, diabetes, kidney trouble, or psychotic states, or in 
patients for whom surgery is likely to be necessary. When 
given by mouth, cortisone acts more quickly but is effec- 
tive for a shorter time than when used intramuscularly. 
The otorhinolaryngologist will find various preparations 
of these hormones useful in the treatment of many condi- 
tions, for example, hay fever, status asthmaticus, drug 
reactions, edema of the larynx, granuloma of the facial 
tissues, vascular headaches, contact ulcers, stricture of 
the esophagus, eczema, allergic rhinitis, and Bell’s palsy. 

384 Post St. (8). 
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Electrocardiogram in Industrial Medicine.—The electrocardio- 
graph .. . used in preplacement and periodic industrial exami- 
nations can benefit the . . . employee by (1) uncovering disease 
in an early and possibly remediable stage; (2) identifying benign 
or inconsequential abnormalities which, without correct diag- 
nosis, may lead to apprehension and anxiety as well as to 
erroneous employment restrictions, and (3) aiding placement of 
the worker in a job suited to his physical limitations if signifi- 
cant disability actually exists. Secondarily, there is value in 4 
“base line” electrocardiogram for comparison with later records 
in the recognition of coronary artery disease when such 
develops. Furthermore, the large number of serial tracings, 
taken over many years on individuals in good health or it 
subclinical ambulatory disease states, add to our understanding 
of the place of the electrocardiogram in medical diagnosis and 
prognosis—J. R. Durham, M.D., and L. C. McGee, M.D.: 
Electrocardiogram in Examination of Industrial Worker, Annals 
of Internal Medicine, November, 1954. 
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BORON ABSORPTION 


FROM BORATED TALC 


Russell S. Fisher, M.D., Henry C. Freimuth, Ph.D., Kathleen A. O'Connor, B.S. 


and 


Viola Johns, M.D., Baltimore 


Boric acid has been used in solution in the therapy 
of dermatitis and as a constituent of body powders for 
over 75 years. Ointments containing up to 10% of the 
chemical have, likewise, a long record of usefulness in 
the treatment of minor irritations of the body surface. 
During the last war, as a result of the discovery of the 
toxic property of tannic acid when applied to burns of 
large areas of the body, boric acid became widely used 
in the treatment of burns. Experimental studies by 
Pfeiffer, Hallman, and Gersh ' and clinical observations 
by Cope * indicated that there was a significant absorp- 
tion of boric acid when it was applied as a 10% oint- 
ment on large areas from which the skin had been re- 
moved or burned. The latter author found that up to 
2 gm. of boric acid might be excreted by patients in a 
24 hour period when the ointment was applied to ex- 
tensive denuded areas and that use of saturated boric 
acid solution as an irrigant for large areas of granulating 
burns lead to the excretion of as much as 2.5 gm. of 
boric acid per day. He notes, however, that all of his 
patients maintained normal kidney function and con- 
cludes that, because of prompt excretion, no toxic blood 
levels of boric acid were found in this group of patients. 
In the past few years there has appeared a series of case 
reports of illness or death of infants to whose bodies 
large amounts of full strength or essentially full strength 
boric acid powder had been applied in the treatment 
of dermatitis. This has raised the question of possible 
absorption of boric acid from the use of borated talc; 
hence the study reported here was undertaken. Recently 
Goldbloom and Goldbloom* have reported a case 
in which it is originally alleged that a 5% borated talc 
was responsible for boric acid intoxication in an infant. 
They have subsequently determined that the criteria on 
which they based this opinion were in error and have 
published a communication in which they retract the 
original allegation.* Following is a report of a clini- 
cal investigation of the absorption of boron from the 
routine use of borated talc applied to the diaper area 
and, in some cases, other areas of the body in a series 
of about 60 infants during a period of one year. 


MATERIAL AND METHOD 

A group of about 60 mentally retarded infants rang- 
ing in age from 5 months to 7 years furnished the clini- 
cal material for these observations. These children, be- 
cause of mental defects, all had failed to learn bowel 
and bladder control and were required to wear diapers 
constantly. Included were a wide variety of patients 
with diseases of the central nervous system, with hydro- 
cephalus, mongolism, spasticity, and microcephaly be- 
ing commoner. The infants suffering from the first 
three diseases present special problems in skin hygiene 
owing to the unusual thinness of the skin or decubitus 
ulcers in the physically disabled patients. The children 
were in two wards of a large mental institution and re- 


ceived the usual hospital formula or diet, with no at- 
tempt being made to control the boron content of the 
diet. A commercial borated talc, purchased through a 
wholesale drug house in the city and containing about 
5% of boric acid in talc, was supplied gratis to the 
wards where the infants were maintained, and the nurs- 
ing staff was urged to use the talc after each diaper 
change and to apply it as freely to the other areas of 
the body as the specific skin disorder warranted. Under 
these instructions, the average usage of the powder was 
168 gm. per infant per month. Blood samples were 
drawn every two months for a year and analyzed for 
boric acid content. Each patient was observed regularly, 
and the investigators were informed of any rapid change 
of skin condition of the infants, in order that additional 
blood samples could be collected to detect any possible 
changes in blood boron concentration. The blood sam- 
ples were analyzed in duplicate on different days with 
a spectrophotometric carminic acid procedure. Absorp- 
tion was measured with a Beckman model DU spectro- 
photometer at a wave length of 575 » and a slit width of 
0.035 mm. This procedure, described by Smith, Goudie, 
and Sivertson,® uses a 2 cc. blood sample, which is dry 
ashed with lithium carbonate in a platinum crucible, and 
allows satisfactory reproduction of results in the range 
down to less than 0.1 ppm (0.01 mg. per 100 cc.) of 


boron. 
RESULTS 


Before the study was started, blood samples were 
collected from each of the infants at that time in the 
ward. The results of analysis of these samples are re- 
ported as base levels in the table. In the next two 
months, a number of infants were transferred to another 
building, because they were considered too old to be 
satisfactory subjects. Newly admitted patients were 
started directly on the borated talc regimen. The table 
presents the observed concentrations of boron in the 
blood of the infants in the series throughout the period 
of 12 months. 

The base levels of boron in the study group indicated 
that the dietary boron available to these institutionalized 
infants was considerably lower than that commonly en- 
countered in infants in the home environment, when 
the “normal blood boron” is frequently as high as 1 mg. 
per 100 cc. Although coincidental, this proved advan- 
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tageous in that it enabled us to recognize small incre- 
ments of increase of boron in the blood during the ex- 
perimental study. The average boron concentration for 
the entire experimental period in the group was 0.0125 
mg. per 100 cc., while the maximum level occurring at 
any time in any of the infants was 0.075 mg. per 100 cc. 
Many of the infants showed no detectable boron in the 
blood on more than one occasion, and it was observed 
that the concentrations were erratic and that the blood 
boron concentration in one infant that was 0.075 during 
the second month had dropped to 0.009 two months later 
and to zero at the 8 month level, with a rise again to 0.015 
at 10 months. During the time when the six month sam- 
ples were being drawn there was an unusual period of 
hot weather, and many of the infants had miliaria of 
mild to moderate severity. Despite this, the observed 
blood boron levels were at the lowest average found 


during the year. 
COMMENT 


The circumstances recounted in the literature under 
which true boric acid poisoning has been encountered 
appear to be largely, if not entirely, limited to the strik- 
Blood Boron Concentration in Infants Dusted with Borated Talc 


Patients in Concentration 








Range, No. 
— 
Concentration, Mg. per 100 Ce. 
ie ‘ — ae 
Total Average 0.001 O10 0.025 0.050 Maxi- 
Sam- Concen- to to to to mum 
Month spies tration Zero 0.009 0.024 0.0649 0.075 Level 
Base level 5% 0.005 37 9 5 5 oe 0.034 
2 43* 0.030 5 2 S 20 > 0.075 
4 68 0.024 8 8 23 25 4 0.068 
6 60 0.005 29 14 16 1 ee 0.935 
. 60 0.006 17 28 14 1 oe 0.025 
10 55 0.005 21 23 11 ec ee 0.023 
12 55 0.005 24 20 11 ee - 0.019 





* Twenty-three samples from infants admitted within a short period 
before the blood samples were drawn are not included in this average, 
since the infants were not living under controlled conditions. The blood 
boron concentration in these infants ranged from 0 to 0.163 mg. per 100 cc., 
with the average 0.059 mg. per 100 ce. 
ing misuse of boric acid, in that it was applied re- 
peatedly in copious quantities as pure or essentially full 
strength powder to extensive areas of denuded or mac- 
erated skin of a small infant. One of us (R. S. F.)* 
has reported several such cases discovered during the 
medicolegal investigation of deaths of infants outside 
of institutions. The concentration of boric acid found 
ranged from 52 to 296 mg. per 100 cc. in those cases 
that were unmistakably intoxication by boric acid. Even 
in these, in addition to the chemical explanation of ill- 
ness, there were frequently accompanying infectious 
processes such as otitis media or bronchopneumonia 
that cantributed to the fatal outcome. Many of the cases 
of alleged boric acid poisoning in the literature in recent 
years, on review, show that the clinical picture was com- 
plicated by other diseases that may well have been pri- 





6. Fisher, R. S.: Intracytoplasmic Inclusions of the Pancreas Due to 
Boric Acid Poisoning, abstracted, Am. J. Path. 27: 745, 1951. 

7. Ducey, J., and Williams, D. B.: Transcutaneous Absorption of Boric 
Acid, J. Pediat. 43: 644, 1953. 

8. Alexander, G. V.; Nusbaum, R. E., and MacDonald, N. S.: Boron 
and Lithium Content of Human Bones, J. Biol. Chem. 192: 489, 1951. 

9. Kemt, N. L.. amd McCance, R. A.: Absorption and Excretion of 
“Minor” Elements by Man: Cobalt, Nickel, Tin and Manganese, Bio- 
chem. J. 335: 877. 1941. 

10. Monier-Williams, G. W.: Trace Elements in Food, New York, John 
Wiley & Sons, Inc., 1949, p. 386. 

11. Kahienberg, L., and Barwasser, N.: On Time of Absorption and 
Excretion of Boric Acid in Man, J. Biol. Chem. 79: 405, 1928. 
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mary and that there are either no chemical findings oy 
those reported are of blood boric acid concentrations 
so low as to be insufficient to corroborate the diagnosis 
of boric acid poisoning. It should be pointed out that 
there are few reliable data in the literature regarding 
the concentration of boric acid in the blood that is ac. 
companied by evidence of toxic condition in the patient, 
Ducey and Williams’ have stated their opinion that 5 
mg. per 100 cc. in the blood is a nearly fatal level. This 
observation, made in an infant nearly moribund from 
other disease, is obviously not valid. We have observed 
equivalent levels in other infants who, in fact, showed 
no evidence of toxic condition at all. Too, the observa- 
tion that in the fatal cases the boric acid levels found 
were generally in the range of 100 to 200 mg. per 100 
cc. supports the conclusion that man may tolerate boric 
acid levels of several milligrams per 100 cc. without 
showing toxic effects. 

The diagnosis of boric acid poisoning in several of 
the reported cases was based on the clinical observation 
of a diffused erythema or a fine macular rash, some 
hypertonicity of the central nervous system, and a his- 
tory of boric acid being used on the infant. It is 
certainly true that such a rash is usually observed in 
boric acid poisoning, but its underlying mechanism must 
be nonspecific and indicates only a toxic paralysis of 
capillary vessels in the skin. These considerations indi- 
cate that the chemical determination of the amount of 
boric acid present is essential if the diagnosis is to be 
established. In interpreting such analytical results it 
must be borne in mind that boric acid is normally pres- 
ent in the diet of infants as well as adults and that boron 
is a normal constituent of the human organism. Alex- 
ander, Nusbaum, and MacDonald,’ in investigations of 
the boron and lithium content of human bones, reported 
this element to be present in concentrations from 1.6 
to 13.8 mg. per 100 gm., equivalent to 9.12 to 78.6 mg. 
per 100 cc. of boric acid, in bone ash. Kent and Mc- 
Cance,’ in boron metabolism studies on adults, found 
that the intake of boron from food ranged from 64 to 
142 mg. per week. Monier-Williams *° collected data 
indicating that the concentrations of boron in fruits 
vary from 0.35 to 5.9 mg. per 100 gm. The latter author 
also points out that the alleged cumulative effect of 
boron frequently mentioned in the recent literature does 
not exist. He states, “Clearly boric acid cannot be 
called cumulative in the sense that the term is applied 
to lead and arsenic but only in the sense that as consid- 
erable quantities are liable to be ingested daily in vari- 
ous preserved foods the tissues are presumably never 
free from boric acid and its action is continuous.” 

In analyzing for boric acid, care must be exercised in 
the selection of the technique, in order that interfering 
substances occurring in tissue should not lead to false 
analytical results in cases in which methods applicable 
to agricultural materials are not transferable to tissue 
analysis. This was pointed up specifically by the incau- 
tious use of the turmeric test of the urine, in which the 
test paper is immersed directly in the acidified urine. 
The unreliability of this technique has been pointed out 
in the literature but needs to be reemphasized. Kahlen- 
berg and Barwasser,** in 1928, stated that “faint colori- 
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zation of the turmeric paper due to natural organic 
coloring matter in the urine renders the test unsatisfac- 
tory.” Unpublished experiments in our laboratories con- 
firm this and indicate that, in the presence of a highly 
concentrated urine accompanying dehydration or uremia 
in a patient, the direct turmeric test may give definitely 
positive reactions that are false and that the day-to-day 
follow-up of a patient in this category might be expected 
to lead to the reversal of such false-positive reactions 
as the patient’s dehydration or uremia subsides and the 
urine becomes diluted, Feigl ‘* states that the limit of 
sensitivity of the turmeric test is 1:2,500,000. This is 
about 2.4 mg. of boric acid per liter. Dunn and 
Bloxom ?* report that orange pulp contains from 3.5 to 
14 ppm of boron. With the higher figure, it is evident 
that a 4 oz. (113.4 gm.) intake of orange juice might 
contain as much as 1.68 mg. of boron, equivalent to 
9.6 mg. of boric acid. Thus it is obvious that this single 
item in the infant’s diet may supply eight times enough 
boron to produce minimum positive turmeric tests, as- 
suming a 500 cc. urine output daily. Obviously, depend- 
ence on the turmeric reactions for diagnosis of boric acid 
poisoning is indeed leaning on a lame crutch. 

Goldbloom and Goldbloom,' in their series of five 
cases, depended on the history, the occurrence of what 
they considered a typical clinical picture, and the use 
of turmeric test. It is unfortunate that more reliable 
chemical data are not available in their cases, particu- 
larly since it has recently been learned ** that the infant 
whom they considered to have sustained poisoning from 
borated talc was not, as the initial history indicated, ex- 
posed only to borated talc but had also had undiluted 
powdered boric acid applied to a weeping umbilical in- 
fection. In addition, this infant’s exposure to boric acid 
included the use of boric acid solution in the bath water 
and as an eyewash. 
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Careful review of the world literature does not show 
a single authenticated case of boric acid poisoning due 
to the use of borated talc. That this might be anticipated 
is apparent from the chemistry concerned, since it is 
known that all tale contains significant amounts of cal- 
cium, and boric acid is added to talc, not for antiseptic 
effect, but as the chemical buffer of choice to neutralize 
any alkalinity inherent in the tale by reason of the pres- 
ence of calcium oxide or hydroxide. The reaction that 
occurs between the calcium hydroxide in solution and 
boric acid leads to the formation of the highly insoluble 
calcium borate, thus removing the boron as well as the 
alkalinity. Any residue of boric acid left after this reac- 
tion is completed serves as a satisfactorily acid buffer 
available for neutralization of ammonia arising from 
decomposition of urea in the urine. 

SUMMARY 

Boron is widely distributed in fruits and other foods, 
and the human organism constantly absorbs and excretes 
this element. The “direct” turmeric test is not a reliable 
indicator of the presence of amounts of boric acid of 
any clinical significance. The diagnosis of boric acid 
toxicity must rest on the demonstration of toxic concen- 
trations in the blood or tissue of the subject rather than 
on the qualitative presence of this element in the urine. 
Periodic analysis of the blood of a large series of infants 
maintained on a regimen of boric acid dusting powder 
“ad lib” for a period of a year failed to show any sig- 
nificant increase in concentration of this element, even 
during periods when the subjects had minor skin irrita- 
tions. 

700 Fleet St. (2) (Dr. Fisher). 


12. Feigl, F.: Qualitative Analysis by Spot Tests: Inorganic and Organic 
Applications, ed. 3, New York, Elsevier Publishing Company, Inc., 1947, 


p. 256. 
13. Dunn, J. T., and Bloxom, H. C. L., cited by Monier-Wiliiams."® 
14. Goldbloom, R. B.: Personal communication to the authors 





SIGNIFICANCE OF TIETZE’S SYNDROME IN 


DIFFERENTIAL DIAGNOSIS 


OF CHEST PAIN 


William H. Wehrmacher, M.D., Chicago 


Tietze’s syndrome, a painful, benign, nonsuppurative 
swelling of the costochondral or the sternoclavicular 
junction, was originally described over 30 years ago in 
Germany.’ It is timely to review it now when both 
physicians and laymen, increasingly cognizant of cor- 
onary artery disease and malignant disease, view the 
development of chest pain with alarm. In American 
medical reports, Tietze’s syndrome has not been dis- 
cussed except for the single report of Motulsky and 
Rohn? in 1953 that described two cases associated 
with Hodgkin’s disease. The frequency of Tietze’s syn- 
drome justifies its uniform inclusion in the differential 
diagnosis of chest pain. Over 100 patients with chest 
pain occasioned by this syndrome. have been described 
by foreign authors, who suggest that it is commoner 
than is recognized. During the past three years I have 
observed four patients with Tietze’s syndrome without 


concurrent disease. Two of these patients were part of 
a series of 100 private patients referred for cardiovas- 
cular problems and selected for study to compare and 
contrast with a similar series from the armed forces.* 
Tietze’s syndrome, although as such unknown to me 
during the period I studied servicemen, was responsi- 
ble for a part of the category “pain in the thoracic wall” 
of my previous report. I have observed additional cases 
of Tietze’s syndrome associated with concurrent dis- 
ease involving the thorax during the last three years; 





From the Department of Medicine, Northwestern University Medical 
School, and Passavant Memorial Hospital. 

1. Tietze, A.: Ueber eine eigenartige Hiufung von Fillen mit Dys- 
trophie der Rippenknorpel, Berl. klin. Wchnschr. 58: 829-831 (uly 25) 
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2. Motulsky, A., and Rohn, R. J.: Tietze’s Syndrome: Cause of Chest 
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3. Wehrmacher, W. H.: Cardiovascular Problems of Ambulatory Ser- 
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however, for simplicity, these cases are excluded from 
this report, because the clinical manifestations of the two 
disorders may be confused. 


REPORT OF CASES 


Case 1.—A 44-year-old whité woman was examined by her 
family physician in January, 1952, because of recurrent pain in 
her chest between the sternum and her left breast, which often 
lasted several days at a time. She thought that the chest pain 
resulted from “grippe,” which immediately preceded its onset. 
The patient felt as if there were a heavy weight on the chest, 
which caused her to take deep breaths for relief. The deep 
breathing was ineffective and made her feel dizzy and weak, as 
if “drained of strength.” In the next months she was treated 
symptomatically, advised to apply heat to the chest wall, and 
given small doses of estrogenic hormones. Failure to obtain 
satisfactory results prompted her physician to request consulta- 
tion in August. Results of the consultant’s examination were 
those normal for a parous middle-aged woman except for the 
finding of a bulbous swelling in the anterior portion of the left 
third costochondral junction, with thickening of the surrounding 
soft tissues. The swelling was tender, and palpation pressure 
reproduced the patient’s spontaneous chest pain. Radiographs of 
the chest and fluoroscopic examination of the chest revealed 
normal findings except for a slight expansion bilaterally in the 
anterior portion of the third ribs. A pericostal block with pro- 
caine was performed with good immediate symptomatic response. 

Case 2.—A white woman in her mid-twenties requested an 
examination in July of 1952. Her chief complaint was pain in 
the chest, which had been present for the three years preceding. 
The onset of chest pain promptly followed the birth of her first 
child. She had felt “run-down” during the pregnancy and be- 
lieved that the chest pain was causally related to it. Her distress 
was aggravated when she was lying down. In order to avoid the 
distress caused by recumbency, she endeavored to stay upright 
and awake until she became so tired that she could anticipate 
immediate sleep. The pain occurred primarily in her midchest, 
but it was occasionally associated with a radiation of aching 
distress into her arms, It was not precipitated by exertion or 
gastrointestinal functions. The daily distress was at its worst 
immediately after arising in the morning; it improved after an 
hour’s ambulation and persisted at this level throughout the day 
until it was again aggravated by recumbency. Examination find- 
ings were those normal for a young parous white woman except 
for the presence of an enlarged, tender, lateral extremity of the 
fourth costal cartilage and its thickened surrounding soft tissues. 
A grade 1 systolic murmur was heard at the apex of her heart. 
The results of x-ray examination of the chest and ribs were 
normal. Procaine infiltration of the soft tissue surrounding the 
enlarged costal cartilage produced immediate relief of the chest 
pain. Relief persisted for two weeks, but the distress recurred, 
and, within a month, attained its initial severity. Subsequent 
injections of procaine gave less satisfactory relief. X-ray therapy 
produced no lasting benefit. In February of 1954 she was still 
experiencing pain in the same area of her chest. 

Case 3.—A 24-year-old man requested an examination in 
July of 1952. He complained of a tender painful mass in the 
region of the right sternoclavicular joint that had been present 
for the preceding six months. He initially felt distress when 
turning his head toward the left or when swallowing, and these 
maneuvers continued to aggravate the distress. The patient ob- 
served no further alteration in the sternoclavicular swelling from 
that of his original discovery until he reported for examination. 
Results of the examination were normal except for the presence 
of a tender swelling about the medial end of the right clavicle. 
There was apparent widening of the head of the clavicle, with 
increased firmness and expansion felt into the origin of the 
sternocleidomastoid muscle. Surrounding soft tissues were some- 
what thickened, and the entire area was exquisitely tender. Re- 
sults of radiographic examination of the chest, including special 
projections of the involved area, were normal except for small 





4. Wepler, W.: Uber die sogenannte Tietzesche Krankheit: Dauerbruch 
der oberen Rippen, Deutsche med. Wchnschr. 79: 137-139 (Jan. 22) 1954. 

5. Bruin, C., and Smook, A. H.: Tietze’s Disease, Nederl. tijdschr. 
geneesk 95: 2605-2608 (Sept. 8) 1951. 
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calcific deposits in the right hilar lymph nodes, which were 
interpreted to be unrelated to the patient’s complaints. A secong 
examination four months later revealed no change. No treatment 
was undertaken except to explain the disorder to the patient and 
to assure him that it was benign. Nineteen months later the swell. 
ing was still present, but the patient noticed it less. The dis. 
comfort associated with swallowing and turning the head had 
disappeared. 


Case 4.—A 29-year-old white man requested examination ip 
April of 1953 because of intermittent pain in the left side of his 
chest, shoulder, arm, and hand, which had occurred since June. 
1950, without any known provocation. In the subsequent three 
years the distress had become continuous, but it was subject to 
some variation in intensity from day to day without apparent 
explanation. Incidental mild pain and coldness in the left great 
toe had been present for several months, but the patient did not 
associate the two complaints. Previous treatment with vitamins. 
sedatives, and mild stimulants had been ineffective. Results of 
examination were normal except for the finding of impaired 
pulsations in the arteries of the lower extremities, which were 
more marked on the left than on the right, and a localized tender. 
ness over and medial to a fusiform expansion of the left fourth 
rib in the midclavicular line. Pressure over this tender area 
produced not only local pain but also a radiating pain into the 
left shoulder and arm, which the patient recognized as identical 
with his spontaneous complaint. Results of fluoroscopic and 
radiographic examinations of the chest were not diagnostically 
abnormal. The cervical spine was roentgenographically normal. 
Procaine infiltration of the painful area was recommended for 
its further diagnostic and therapeutic value, but the patient was 
satisfied to proceed no further. On his final visit, about one 
month after the first, the distress was unaltered. 


COMMENT 

The cause of Tietze’s syndrome is obscure. Tietze’s 
original suggestion that tuberculosis plays a role is unsup- 
ported by subsequent investigation. His suggestion that 
malnutrition is a cause was largely discarded because of 
the lack of clinical evidence in the greater number of 
patients reported on; but later Wepler * reconsidered it 
because of histological and roentgenologic evidence of 
osteoporosis, possibly nutritional, in one patient. In that 
patient, a tiny ununited fracture, demonstrated in the 
anterior portion of the rib close to its junction with the 
cartilage, led Wepler to further postulate that mild 
trauma, produced by overloading of the rib, precipitated 
the syndrome. He implicated respiratory straining, heavy 
manual work, and deficient nutrition as causal factors. 
Motulsky and Rohn suggested that mild trauma, par- 
ticularly the repeated trauma from cough, respiratory dis- 
ease, or sudden movements, produces small tears in the 
inconstant intra-articular sternocostal ligament and may 
eventuate in this syndrome. Clinically, respiratory dis- 
ease and rheumatic conditions often precede the onset of 
the chest pain. 


Pathological reports show inconstant alterations. Tietze 
originally described operative and histological findings 
in an 18-year-old patient whose syndrome was incom- 
plete in that pain was absent. Thickening of perichon- 
drium, muscle, fascia, and ligaments surrounding the 
costochondral junction and an irregularly formed, en- 
larged cartilage resembling a nonmalignant tumor were 
demonstrated. In some cases no histopathological change 
has been shown,' and it is possible that all the changes 
described may represent normal variations of rib car- 
tilage. The upper ribs are more commonly involved than 
the lower ribs. The second costochondral junction alone 
is involved in three-fifths of the cases; and it is involved 
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jong with that of another level in another one-seventh 
¢ the cases of Tietze’s syndrome. The clavicle was in- 
olved in the first case observed by Tietze, and, although 
infrequently reported since then, it was also involved 
, one of the four cases reported here. 

The patient complains of ill-defined, recurrent pain 
n the chest in the area where the tender nodular swell- 
ng is to be found. Often the patient has not discovered 
he swelling before it is found by the examiner. The 
nain, in some instances, is similar to that produced by 
» heavy weight pressing on the chest, but, in others it 
sa vague soreness or tightness, which may induce the 
natient to breathe deeply. It may radiate as a soreness 
into the shoulder, arm, or neck. Its intensity varies over 
a period of a few hours or days. Although often ag- 
ravated by activity, particularly that involving move- 
ment of the chest wall, it is not typically anginal. Incle- 
ment weather, respiratory infections, anxiety, and 
fatigue frequently aggravate the distress. Recumbency 
often increases the pain. At times exacerbations occur 
without evident provocation. Patients with this syn- 
drome are often apprehensive, fearing that they suffer 
from heart disease or breast or lung cancer. 

Characteristic findings are limited to the surroundings 
of the involved costochondral or sternoclavicular junc- 
tion. Here tender bulbous or fusiform swelling involves 
the soft tissue, cartilage, and bone. Overlying skin 
shows no alteration and moves freely over the under- 
lying mass. There are no diagnostic radiographic altera- 
tions. In discussing the roentgenographic findings, 
Tietze drew attention to calcium deposition, brittleness, 
and fibrosis of the costal cartilages in this syndrome. 
Such changes, which are often advanced in the dis- 
turbed area of the chest of the patient with Tietze’s 
syndrome, occasionally occur in persons without the 
syndrome. By means of tangential radiographs of the 
chest wall, Lindblom * showed soft tissue swelling in 
the subcostal area of patients with “osteochondritis” of 
the ribs without actually identifying the cause of the 
syndrome. Such changes are not diagnostic of Tietze’s 
syndrome. The main value of the radiographic examina- 
tion of the chest is to exclude other diseases. 

The course of the disease in Tietze’s original series of 
cases, as well as in those here reported, was long and 
punctuated by alternating remissions and exacerbations. 
Deane’ reported that his patients experienced no more 
pain after three to four weeks, although residual swelling 
persisted, but, in general, reports * indicate a course of 
longer duration, months or even several years. 

Tietze’s syndrome must be differentiated from other 
disorders of the chest wall or of the underlying viscera, 
disease of the breast, and distress referred from distant 
sources. Such differentiation results from scrupulous 
attention to the evolution of the patient’s symptoms, 
to the physical signs, and to the laboratory tests to ex- 
clude associated disease. Distinguishing the disorder 
from neoplasms of the chest wall; cancer of the breast 
or lung; diseases of the heart, pericardium, and great 
vessels is of primary importance. Other disorders to be 
differentiated from Tietze’s syndrome include chest de- 
formity, contusion or inflammation of the chest wall, 
painful callus following rib fracture (particularly occult 
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tussive fracture), slipping rib,® traumatic intercostal 
neuritis,"° arthritis, pulmonary embolism, pneumo- 
thorax, mediastinal emphysema, presternal edema due 
to lymphatic obstruction from mumps "' or Hodgkin's 
disease,** and invasion of the chest wall by chronic 
granulomatous or neoplastic disease. 

Treatment of Tietze’s syndrome consists of adequately 
reassuring the patient of the benign character of the 
disease in order to allay his fears and prescribing symp- 
tomatic measures to relieve his pain. Local application 
of heat affords considerable comfort. Salicylates are 
fairly effective analgesics. In some instances local in- 
filtration of procaine gives relief for a longer period 
than can be accounted for by its local anesthetic proper- 
ties. X-ray therapy to the involved area has been ob- 
served to give indifferent results. 


SUMMARY 


Tietze’s syndrome is a painful, benign, nonsuppura- 
tive swelling of the costochondral or sternoclavicular 
junction. Foreign reports of over 100 cases indicate 
its importance in the differential diagnosis of chest pain. 
That indication is supported by four case reports, which 
demonstrate the occurrence of the syndrome in the 
United States. Tietze’s syndrome should be given routine 
consideration by the physician when he is evaluating 
pain in the chest. It is particularly important that the 
patient with Tietze’s syndrome be reassured of the benign 
character of the disorder. 
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Treatment of Pulmonary Tuberculosis.—Early results of pro- 
longed streptomycin-PAS-rest treatment of pulmonary tuber- 
culosis have been very favorable. . . . Success with original 
streptomycin-PAS treatment is apparently at least partly de- 
pendent upon the avoidance of interruptions in therapy, the 
extent of the lesion and prolonged administration. If a cavity 
is going to disappear during prolonged streptomycin-PAS treat- 
ment, it is apt to do so within six to eight months; if cultures 
are going to convert, they are apt to do so within five to six 
months. Prior PAS therapy and in vitro PAS resistance have 
just as adverse an influence on results with prolonged strepto- 
mycin-PAS retreatment as prior streptomycin therapy and in 
vitro streptomycin resistance. The significance of “partial” re- 
lapses after apparently successful completion of prolonged 
streptomycin-PAS treatment has yet to be determined.—R. S. 
Mitchell, M.D., F.A.C.P., Early Results of Prolonged Strepto- 
mycin: PAS Treatment of Pulmonary Tuberculosis, Annals of 
Internal Medicine, August, 1954. 
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THE ELECTROENCEPHALOGRAM IN 
CARDIAC ARREST 


J. Weldon Bellville, M.D. 
Joseph F. Artusio, Jr., M.D. 
and 

Frank Glenn, M.D., New York 


Primary cardiac arrest has received increasing atten- - 
tion and comment. Because of the nature of the condi- 
tion and its sudden and often unexpected onset, it is 
difficult to study and collect objective data. We present 
here two well-documented instances of cardiac arrest, 
one of which terminated fatally. During studies being 
conducted on patients undergoing mitral valvuloplasty, 
the electrocardiogram and the electroencephalogram 
have been monitored by means of continuously record- 
ing instruments. During the last three years, the observa- 
tion of the electrocardiographic tracing during these 
procedures has been found to be a very valuable aid; 
recently, the electroencephalogram has become a useful 
tool to aid the anesthesiologist in judging cortical activity 
during anesthesia. During the routine use of these in- 
struments, two instances of cardiac arrest occurred; thus 
we were able to follow the course of events in cardiac 
arrest. 

REPORT OF CASES 


Case 1.—A 33-year-old Greek man was admitted on July 
29, 1953, with a 28 year history of rheumatic heart disease. 
Cardiac decompensation had been impossible to control under 
a strict medical regimen. On admission, the patient had a blood 
pressure of 124 mm. Hg systolic and 84 mm. Hg diastolic, pulse 
rate of 80 beats per minute, respiratory rate 28 per minute, and 
temperature 97.7 F. Auscultation of the lungs revealed fine 
median rales in the lower half of the left side of the chest 
anteriorly and posteriorly. The heart was enlarged 3.5 cm. be- 
yond the midclavicular line in the fifth interspace. Auricular 
fibrillation, at a rate of 80 per minute, was present. A non- 
tender liver was felt four fingerbreadths below the right costal 
margin; the spleen was felt one fingerbreadth below the left 
costal margin. Ankle edema was present; sacral edema was not 
noted. At this time, electrocardiographic reading showed a heart- 
beat rate of 80 per minute. Auricular fibrillation was apparent; 
there was right axis deviation. The form of the T waves and 
R-T segments was abnormal, probably as an effect of digitalis. 
A roentgenogram of the chest revealed minimal pulmonary 
vascular congestion and a markedly enlarged heart with a 
silhouette typical of rheumatic heart disease. Angiocardiog- 
raphy showed evidence of dilatation of the right side of the 
heart and enlargement of the left atrium, indicative of mitral 
stenosis and mitral insufficiency. Cardiac catheterization revealed 
marked elevation of pulmonary capillary pressure and pulmo- 
nary arterial pressure when the patient was at rest, with a further 
rise on exercise. There was evidence of mitral insufficiency, and 
there were characteristics of tricuspid insufficiency. The mitral 
valve orifice was about 0.7 square centimeter in area. 

The patient was treated conservatively with bed rest, a salt- 
restriction diet, and digitalis folium plus chloral hydrate. Be- 
cause of lack of response, a diuretic regimen was instituted. It 
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was the impression of the medical staff that the most importa, 
lesion was the mitral stenosis. Clinically the patient was felt ; 
be in the refractory state; it was the common opinion that mitr, 
valvuloplasty was all that could possibly alter the inevitapj, 
train of events leading to death. Anesthesia consultation w, 
obtained, and the grave risk was considered. It was decided 1 
anesthetize this patient with ether, using plane 3 of Stage | 
(ether analgesia) as most advantageous and least likely to Upse 
this dangerously weakened cardiovascular system. Premedic, 
tion (morphine, 4 mg.) was administered; induction of anesthesi 
was uneventful; blood pressure was 110/80 mm. Hg, pulse rat: 
-48 per minute, and respiratory rate 20 per minute. Electro 
encephalographic electrodes and electrocardiographic electrode; 
were secured. One-half hour after the start of anesthesia, systolj 
blood pressure dropped to 80 mm. Hg and there was marked 
sweating, in spite of the extremely light level of anesthesia. Th: 
electrocardiogram showed no change in configuration of con. 
plexes or rhythm. The patient was maintained in the third plane 
of the first stage of ether analgesia. The operation progressed 
uneventfully until the valve was fractured and the surgeon wa 
preparing to withdraw his finger from the auricle. At that 
moment the heart began to slow, ventricular fibrillation be. 
came evident, and cardiac arrest occurred. Electroencephalo. 
graphic and electrocardiographic recordings were followed. The 
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Fig. 1.—First line, electroencephalogram taken one minute before onset 
of cardiac arrest, showing 20 to 22 cycle activity characteristic of the 
third plane of the first stage of ether anesthesia. Second line, electro- 
encephalographic pattern after four minutes of cardiac massage, showing 
slow 3 to 4 cycle waves, then slower waves of increasing amplitude. 
Third line, electrocardiographic tracing of lead 2 taken before the onset 
of ventricular fibrillation, showing rather typical auricular fibrillation. 
Fourth line, lead 2 after the onset of ventricular fibrillation. 


purse-string sutures in the auricle were quickly drawn up, and 
cardiac massage was begun. This was continued for 15 minutes, 
with bizarre patterns on the electrocardiogram. Epinephrine, 0.2 
ce. of 1:1,000 solution, diluted with saline, was injected into 
the left ventricle, to no avail. Pulsations were maintained in 
the carotid arteries during cardiac massage. The patient was 
pronounced dead 40 minutes after the onset of cardiac arrest, 
without cardiac action ever being restored. 

The first line of figure 1 shows the electroencephalo- 
graphic recording taken one minute prior to the onset of cardiac 
arrest. Although there is extraneous interference, the pattern 
shows 20 to 22 cycle activity. This is characteristic of the third 
plane of the first stage of anesthesia, when the venous blood 
ether concentration is 13+ 1.1 mg. %. The second line of 
figure 1 shows the electroencephalographic pattern as it appeared 
after four minutes of cardiac massage. At this time slow 3 to 4 
cycle waves of 150 «v activity are dominant. During the next 
few minutes the electroencephalographic pattern shows further 
degeneration of the cortical electrical activity, characterized by 
slower waves of increasing amplitude. Because of technical diffi- 












Vo 


cul 
per 
car 
Jati 
abr 
on 
lea 


bec 
he 
we 
bei 
nal 
Al 
pre 
du 
an 
fol 


b. 5, 195 


. 


-Importay 
was felt 
that mitr, 
inevitabjg 
tation Wa 
decided t 
of stage | 
Y to ups 
remedica 
anesthesiq 
Pulse rate 
- Electro 
electrodes 
a, Systoli 
Ss Marked 
lesia. The 
| Of com. 
ird Plane 
rogressed 
Zeon was 

At that 
ation be. 
icephalo. 
wed. The 





re onset 
of the 
electro- 
showing 
plitude. 
ie onset 
illation. 


D, and 
inutes, 
ie, 0.2 
1 into 
ed in 
t was 
urrest, 


yhalo- 
irdiac 
attern 
third 
lood 
ie of 
>ared 
to 4 
next 
rther 
d by 
diffi- 


Vol. 157, No. 6 


culties the recording could not be continued for the 40 minute 
period of massage. The third line of figure 1 shows electro- 
cardiogram lead 2 taken prior to the onset of ventricular fibril- 
Jation. This shows rather typical auricular fibrillation. The 
abnormal R-T segments and T waves are similar to those seen 
on preoperative electrocardiograms. The fourth line again shows 
jead 2 after the onset of ventricular fibrillation. 

CasE 2.—A 49-year-old woman was admitted on Nov. 5, 1953, 
because of rheumatic heart disease. Her first attack of rheumatic 
heart disease had occurred when she was 10 years of age; there 
were succeeding attacks at 11 years and 20 years, the last attack 
being manifested by chorea. The patient had had four preg- 
nancies, occurring when she was 21, 23, 27, and 34 years old. 
Although she had been short of breath with the first and third 
pregnancies, she was not told of her heart involvement until 
during her last pregnancy. At this time she required digitalization, 
and the pregnancy was terminated by cesarean section. Except 
for this one instance, digitalis, diuretics, and salt restriction were 
not necessary; however, the patient had been given quinidine 
intermittently. Two years prior to admission she had had pneu- 
monia On two occasions, and one year prior to admission she had 
had another episode that was diagnosed as pneumonia. She com- 
plained of dyspnea on climbing one flight of stairs or on walking 
slowly one to two blocks. She was barely able to do light house- 
work and was unable to work at any occupation. On admission, 
the patient had a temperature of 99.3 F, blood pressure 100 
mm. Hg systolic and 60 mm. Hg diastolic, pulse rate 65 per 
minute, normal sinus rhythm, and respiratory rate 18 per minute. 
Findings of interest were limited to the heart, which was 
moderately enlarged on the left side. There was a presystolic 
thrill at the apex; there were murmurs typical of mitral stenosis 
but no evidence of other valvular involvement. There was no 
edema, nor were the liver and spleen palpable. An electrocardio- 
gram made at this time showed a P-R interval of 0.16 second. 
Other findings were essentially normal. There was no axis 
deviation. A roentgenogram of the chest showed a cardiac 
silhouette characteristic of rheumatic heart disease. There were 
prominent bronchovascular markings and left atrial enlarge- 
ment. Cardiac catheterization revealed alterations in emo- 
dynamics that reflect the presence of mitral stenosis in moderate 
degree; there was no evidence of mitral insufficiency. 


It was the opinion of a group of cardiovascular specialists that 
this patient would benefit by mitral valvuloplasty; she was there- 
fore prepared for operation. Premedication (atropine, 0.2 mg.) 
was administered; induction of anesthesia and preparation of 
the patient proceeded without incident. When the auricular 
appendage was entered by the index finger of the surgeon, the 
valve was about 1 square centimeter in area. While the 
surgeon was attempting to enlarge this orifice, the heart was 
extruded from the pericardial sac, the apex pointing toward the 
chest wall. The torsion and rotation completely occluded the 
large vessels. The heart was restored to the pericardial sac, and 
the remainder of the operation proceeded without incident; the 
patient’s condition was good at the end of the operation. The 
patient related some organized hallucinations that occurred the 
night of the second postoperative day, but the postoperative 
course was otherwise uneventful. 


The first three lines of figure 2 represent the electroencephalo- 
graphic tracing taken just prior to and during the herniation of 
the heart from the pericardial sac. The initial pattern of the 
upper tracing is identical with that seen during ether analgesia. 
A sudden and abrupt change appears, which is predominantly 
slow 3 to 4 cycle waves of 150 «v activity. The time interval 
between herniation of the heart from the pericardial sac and 
change in the electroencephalographic pattern was less than 
four seconds. By observing the continuation of the electro- 
encephalographic pattern through the middle and lower lines it 
may be noted how rapidly this pattern reverts to the control 
Pattern once the cardiac output again becomes effective. Per- 
manent electrocardiograms during this episode were not recorded. 
The last two lines of figure 2 show the electrocardiogram before 
and after herniation of the heart from the pericardial sac; these 
records are identical, showing that the heart reverted to its pre- 
herniation status. 
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COMMENT 

The electroencephalogram is an excellent tool with 
which to follow cortical activity of the brain. By routine 
use of this instrument during general anesthesia, we 
have found it to be a very sensitive indicator of hypoxia, 
hypercapnia, shock, and the depth of anesthesia. Very 
often these variables produce similar changes in the 
electroencephalographic pattern; thus, when a change 
in pattern is seen, each variable must be considered so 
that the specific cause of the change may be determined. 
With the technique employed, we know that neither of 
these two patients suffered from deep anesthesia, since 
they were maintained in plane 3, stage 1 (ether anal- 
gesia) and were responding to questions. The pattern 
seen on the electroencephalogram was typical of this 
light plane of anesthesia, and there was no change in 
the concentration of anesthetic administered. Both pa- 
tients had unobstructed endotracheal tubes in place, and 
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Fig. 2.—Above, electroencephalographic tracing just before, during, and 


after herniation of the heart from the pericardial sac, during operation 
to enlarge the mitral valve. Pattern changed four seconds after herniation 


of heart and rapidly reverted to control pattern after cadiac output again 
became effective. Below, electrocardiogram before and after herniation of 
heart from pericardial sac, showing that the heart reverted to its preher- 


niation status. 


were inhaling a concentration of at least 90% of oxygen 
at all times. The blood pressure and pulse rate were well 
maintained throughout the entire procedure. In both 
instances cardiac arrest was related to manipulation of 
the heart. 

In the first case, the onset of cardiac arrest was recog- 
nized at once, since the heart was open to view. There 
was little delay in instituting cardiac massage. The mas- 
sage was effectual, as judged by carotid pulsations of 80 
per minute. With adequate cardiac massage and ventila- 
tion with 100% oxygen, adequate cortical activity was 
maintained for four minutes. Following this, in spite of 
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adequate massage and ventilation, there was progressive 
deterioration of cortical activity. The electroencephalo- 
graphic pattern in the second case is of interest since it 
shows that the onset of cortical deterioration as judged 
by the electroencephalogram takes place very soon after 
cessation of blood flow. The effects of anoxia were not 
delayed, although the patient had been in an atmos- 
phere of more than 90% oxygen for the previous hour. 
This indicates the need for prompt recognition of car- 
diac arrest and institution of resuscitation if a successful 
outcome is to be achieved. Once the acute insult to this 
patient’s nervous system was rectified, there was com- 
plete reversion to’ the normal state, as shown by the 
electroencephalogram. The electroencephalogram also 
shows no residual damage, since the preocclusion and 
postocclusion records are identical. 


SUMMARY 
During the routine practice of recording electroen- 
cephalograms on patients under anesthesia, we have 
observed that the electroencephalogram is a more sen- 
sitive indicator of hypoxia, depth of anesthesia, and 
hypercapnia than are clinical signs. 


525 E. 68th St. (21) (Dr. Artusio). 
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NEW AND NONOFFICIAL REMEDIES 


The following additional article has been accepted as con- 
forming to the rules of the Council on Pharmacy and Chemistry 
of the American Medical Association for inclusion in New and 
Nonofficial Remedies. 

R. T. StorMonrT, M.D., Secretary. 


Cycrimine Hydrochloride——Pagitane Hydrochloride (Lilly).— 
CwH»NO.HCI.—M.W. 323.90.—2-Cyclopentyl-e-phenyl-1- 
piperidinepropanol hydrochloride.—Cyclopentyl-pheny!-3-(1- 
piperidy!)-1-propanol hydrochloride.—The siructural formula of 
cycrimine hydrochloride may be represeated as follows: 


ae { e HC 


Actions and Uses.—G@ycrimine hydrochloride, an aminopro- 
panol chemically related to trihexyphenidyl hydrochloride, is an 
atropine-like antispasmodic agent that constitutes a useful addi- 
tion to the class of drugs employed in the symptomatic treatment 
of Parkinson’s disease (paralysis agitans). Pharmacological 
studies in animals indicate that cycrimine hydrochloride has 
parasympatholytic action and a direct antispasmodic effect on 
smooth muscle, but it produces little or no antihistaminic action. 
Compared with atropine, it has about one-half as much spasmo- 
lytic effect and about one-tenth as much antisialogogue effect. 
Likewise, it produces much less cardiovagal inhibition. The 
drug also has both mydriatic and ophthalmic anesthetic proper- 
ties. 
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Cycrimine hydrochloride frequently is effective in the trea}. 
ment of all three types of paralysis agitans: postencephalitic 
arteriosclerotic, and idiopathic. The drug is more universally 
effective when the disease is based on a postencephalitic cause, 
and less often effective when the condition is caused by arterio. 
sclerotic changes. 

In experimental animals cycrimine hydrochloride is slightly 
more toxic than atropine. Its use should be avoided in conditions 
in which inhibition of the parasympathetic nervous system js 
undesirable. For example, it should probably not be adminis. 
tered in the presence of glaucoma and should be used with 
caution in the presence of tachycardia or any tendency toward 
urinary retention. 


Clinically, the incidence and degree of side-effects is chiefly 
a result of dosage. Side-effects commonly observed include dry. 
ness of the mouth, blurring of vision, epigastric distress, and 
transient nausea with anorexia. Since these effects may subside 
with continued therapy, discontinuance of the drug is not ordj- 
narily required. Epigastric distress often can be overcome by 
administering medication with meals or with milk. More serious 
side-effects, such as vertigo or disorientation, make it imperative 
to reduce the dosage or discontinue therapy entirely. 


Dosage.—Cycrimine hydrochloride is administered orally, 
preferably with meals. In general, patients with postencephalitic 
paralysis agitans tolerate larger doses than those having the 
arteriosclerotic or idiopathic types of the disease; elderly patients, 
especially of the arteriosclerotic type, likewise, do not tolerate 
large single doses. The dosage should be individualized, and, 
when tolerance is poor, adequate total daily dosage often can 
be achieved with frequent administration of small doses. 


For postencephalitic paralysis agitans, an average initial total 
daily dosage of 15 mg. (5 mg. three times daily) is suggested, but 
this is subject to individualization between a daily minimum of 
10 mg. (2.5 mg. four times daily) and a maximum of 45 mg. 
(5 mg. every 2 hours, covering 16 waking hours). For arterio- 
sclerotic and idiopathic types of the disease, an average initial 
total daily dosage of 7.5 mg. (2.5 mg. three times daily) is 
suggested, but this is also subject to adjustment between a daily 
minimum of 5 mg. (1.25 mg. four times daily) and a maximum 
of 20 mg. (5 mg. four times daily). Should the suggested initial 
dosage produce side-effects, it should be gradually reduced until 
an optimum response is achieved with little or no side-effects. 
When the initial dosage fails to induce a therapeutic response, 
it should be gradually increased to a point that is optimal from 
the standpoint of response and tolerance to side-effc~ 


Tests and Standards.— 


Physical Properties: Cycrimine hydrochloride is a white, odorless, bitter 
Solid, m.p. 241-244° (with decomposition). It is practically insoluble in 
benzene and in ether. The approximate amounts that dissolve at 25° in 
the following solvents to form 100 ml. of solution are: 2 gm. in alcohol, 
3 gm. in chloroform, and 0.6 gm. in water. The pH of a 0.5% solution 
is 4.9-5.4, 


Identity Tests: Dissolve about 25 mg. of cycrimine hydrochloride in 
about 5 ml. of water. Add 2 drops of nitric acid and 1 mil. of silver 
nitrate T.S.: a white precipitate forms, which is insoluble in diluted nitric 
acid but soluble in diluted ammonia solution (presence of chloride). 

Dissolve about 0.2 gm. of cycrimine hydrochloride in 40 ml. of water 
and add 5 ml. of sodium hydroxide T.S. Cool the mixture overnight, 
collect the precipitate on a filter, wash it with a little cold water, and 
dry in a vacuum over phosphorus pentoxide for 5 hours: the cycrimine 
formed melts at 90-96°. 

Prepare a 0.07% solution of cycrimine hydrochloride as follows. Transfer 
to a 200 ml. volumetric flask 0.14 gm. of cycrimine hydrochloride, accu- 
rately weighed; fill to the mark with water and mix. This solution exhibits 
ultraviolet absorption maxima at about 251, 257 and 263 mau [specific 
absorbancy, E(1%, 1 cm.), about 5.4, 6.2 and 5.0], minima at about 230, 
254 and 261 mug, and an inflection point at about 247 mu. The ratio of 
the absorbancies at 251 and 257 may is 1.0-1.3. 


Purity Tests: Dry about 1 gm. of cycrimine hydrochloride, accurately 
weighed, at 105° for 5 hours: the loss in weight does not exceed 1.0%. 

Char about 1 gm. of cycrimine hydrochloride, accurately weighed; cool 
the residue, add 1 ml. of sulfuric acid, heat cautiously until evolution of 
sulfur trioxide ceases; ignite, cool, and weigh: the residue does not 
exceed 0.1%. Save the residue for the determination of heavy metals. 

Dissolve the residue from the sulfated ash determination in 23 ml. of 
water, add 2 ml. of diluted acetic acid, and run a U. S. P. heavy metals 
test: the amount of heavy metals does not exceed 20 ppm. 
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Assay: (Cycrimine) Transfer to a 250 ml. Erlenmeyer flask about 0.5 gm. 
of cycrimine hydrochloride, accurately weighed. Dissolve the material in 
about 70 ml. of glacial acetic acid, using heat if mecessary, and add 
10 ml. of mercuric acetate in glacial acetic acid (6 gm. of dry mercuric 
acetate in 100 ml. of glacial acetic acid). Cool the solution to room 
temperature, add 2 drops of a 1% solution of crystal violet in glacial 
acetic acid, and titrate with 0.1 N perchioric acid in glacial acetic acid to 
a blue-green end point. Each milliliter of 0.1 N perchloric acid is equivalent 
to 0.02874 gm. of cycrimine and 0.03239 gm. of cycrimine hydrochloride. 
The amount of cycrimine is not less than 86.1 nor more than 91.4%, 
equivalent to not less than 97.0 nor more than 103.0% of cycrimine 
hydrochloride. 


Dosage Forms of Cycrimine Hydrochloride 

TaBLets. Identity Tests: Grind a number of tablets equivalent to about 
0.3 gm. of cycrimine hydrochloride and triturate the powder with three 
25 ml. portions of chloroform. Filter the chloroform extracts through a 
pledget of cotton, and evaporate the filtrate to dryness on a steam bath. 
The residue responds to the identity tests for chloride and free base in 
the section for the active ingredient in the monograph for cycrimine 
hydrochloride. 

Assay: (Cycrimine) Grind the tablets and transfer to a 125 mil. 
separatory funnel an amount of powder, accurately weighed, equivalent 
to about 50 mg. of cycrimine hydrochloride. Add 20 mi. of water and 
make alkaline to litmus paper with 40% sodium hydroxide. Extract with 
five 30 ml. portions of ether. Wash the ether extracts with two or more 
10 ml. portions of water unti] these washings are neutral to red litmus 
paper. Extract the wash solution with three 20 ml. portions of ether, 
and combine the ether extracts in a separatory funnel. Add to the ether 
extracts 25 ml. of 0.02 N sulfuric acid. accurately measured, and shake 
thoroughly. After separation is complete withdraw the sulfuric acid layer 
and wash the ether with two 15 ml. portions of water. Combine the 
aqueous extracts in a 150 ml. beaker and warm on a steam bath to 
remove ali traces of ether. Titrate the solution with 0.02 N sodium 
hydroxide, using methyl red T.S. as an indicator. Each milliliter of 0.02 N 
sulfuric acid is equivalent to 0.006478 gm. of cycrimine hydrochloride. The 
amount of cycrimine hydrochloride is not less than 92.5 nor more than 
107.5% of the labeled amount. 


Eli Lilly & Company, Indianapolis. 
Tablets Pagitane Hydrochloride: 1.25 and 2.5 mg. 
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ACCEPTED FOODS 


The following products containing non-nutritive artificial 
sweeteners intended for use in low carbohydrate, low sodium, 
and other therapeutic diets have been accepted as conforming 
to the rules of the Council. Data regarding composition represent 
the best available information, which is based on submitted 
reports of analyses. The Council has requested continuing 
analytical studies, especially of the sodium content of products 
intended for use in low sodium diets, because of the natural 
variations in the composition of processed foods. 

JaMEs R. WILson, M.D., Secretary. 


Flotill Products, Inc., Stockton, Calif. 
Tasti-Diet Brand Dietetic Pack Apple Diet Jelly. 

Ingredients: Apple juice, pectin, citric acid, and calcium 
cyclamate. 

Analysis (submitted by manufacturer).—Total solids 12.8%, 
moisture 87.2%, ash (minerals) 0.29%, fat (ether extract) trace, 
protein (N x 6.25) 0.4%, crude fiber 0.0%, pectin 1.8%, total 
carbohydrates (by difference) 11.4%, reducing sugars 9.2%, total 
sugars 9.7%, available carbohydrates (total carbohydrates minus 
pectin) 9.6%, acidity (as citric acid) 0.70%, sodium 19 mg./100 
gm., cyclamate calcium 0.18%. 

Available Calories (calculated from available carbohydrates 
and citric acid).—0.43 per gram; 12 per ounce. 

Use.—In low calory, low sodium, and other therapeutic diets. 


Tasti-Diet Brand Dietetic Pack Concord Grape Diet Jelly. 
Ingredients: Grape juice, pectin, citric acid, and calcium 
cyclamate. 
Analysis (submitted by manufacturer).—Total solids 12.9%, 
moisture 87.1%, ash (minerals) 0.34%, fat (ether extract) trace, 
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protein (N x 6.25) 0.6%, crude fiber 0.0%, pectin 1.8%, total 
carbohydrates (by difference) 11.0%, reducing sugar 10.6%, 
total sugars 11.5%, available carbohydrates (total carbohydrates 
minus pectin) 9.2%, acidity (as citric acid) 0.98%, sodium 3 
mg./100 gm., cyclamate calcium 0.18%. 

Available Calories (calculated from available carbohydrates 
and citric acid).—0.43 per gram; 12 per ounce. 

Use.—In low calory, low sodium, and other therapeutic diets. 


Tasti-Diet Brand Dietetic Pack Kadota Figs. 

Ingredients: Kadota figs packed in water sweetened with sac- 
charin and cyclamate calcium. No added sugar or salt. 

Analysis (submitted by manufacturer).—Toital solids 12.1%, 
moisture 87.9%, ash (minerals) 0.34%, fat (ether extract) 0.1%, 
protein (N x 6.25) 0.6%, crude fiber 0.5%, pectin 1.0%, total 
carbohydrates (by difference) 10.9%, reducing sugars 7.4%, 
total sugars 7.8%, available carbohydrates (total carbohydrates 
minus crude fiber and pectin) 9.4%, acidity (as citric acid) 0.14%, 
sodium 7 mg./100 gm., soluble saccharin 0.02%, cyclamate 
calcium 0.006%. 

Available Calories (calculated from available carbohydrates 
and citric acid).—0.41 per gram; 12 per ounce. 

Use.—In low calory, low sodium, and other therapeutic diets. 


Tasti-Diet Brand Dietetic Pack Peaches, Yellow Cling. 


Ingredients: Yellow cling peaches packed in water sweetened 
with saccharin and cyclamate calcium. No added sugar or salt. 


Analysis (submitted by manufacturer).—Total solids 7.9%, 
moisture 92.1%, ash (minerals) 0.30%, fat (ether extract) 0.1%, 
protein (N x 6.25) 0.4%, crude fiber 0.3%, pectin 0.9%, total 
carbohydrates (by difference) 6.7%, reducing sugars 1.9%, total 
sugars 5.0%, available carbohydrates (total carbohydrates minus 
crude fiber and pectin) 5.5%, acidity (as citric acid) 0.39%, 
sodium 10 mg./100 gm., soluble saccharin 0.02%, cyclamate 
calcium 0.006%. 

Available Calories (calculated from available carbohydrates 
and citric acid).—0.26 per gram; 7 per ounce. 

Use.—In low calory, low sodium, and other therapeutic diets. 


Tasti-Diet Brand Dietetic Pack Peaches, Yellow Freestone. 

Ingredients: Yellow Freestone peaches packed in water sweet- 
ened with saccharin and cyclamate calcium. No added sugar or 
salt. 

Analysis (submitted by manufacturer).—Total solids 9.2%, 
moisture 90.8%, ash (minerals) 0.26%, fat (ether extract) 0.1%, 
protein (N x 6.25) 0.5%, crude fiber 0.2%, pectin 0.9%, total 
carbohydrates (by difference) 8.0%, reducing sugars 3.8%, total 
sugars 6.3%, available carbohydrates (total carbohydrates minus 
crude fiber and pectin) 6.9%, acidity (as citric acid) 0.34%, 
sodium 11 mg./100 gm., soluble saccharin 0.02%, cyclamate 
calcium 0.006%. 

Available Calories (calculated from available carbohydrates 
and citric acid).—0.32 per gram; 9 per ounce. 

Use.—In low calory, low sodium, and other therapeutic dicts. 


Tasti-Diet Brand Dietetic Pack Bartlett Pears. 

Ingredients: Bartlett pears packed in water sweetened with 
saccharin and cyclamate calcium. No added sugar or salt. 

Analysis (submitted by manufacturer).—Total solids 8.6%, 
moisture 91.4%, ash (minerals) 0.13%, fat (ether extract) 0.1%, 
protein (N x 6.25) 0.2%, crude fiber 0.8%, pectin 0.6%, total 
carbohydrates (by difference) 8.0%, reducing sugars 3.3%, total 
sugars 4.3%, available carbohydrates (total carbohydrates minus 
crude fiber and pectin) 6.6%, acidity (as citric acid) 0.14%, 
sodium 8 mg./100 gm., soluble saccharin 0.02%, cyclamate 
calcium 0.006%. 

Available Calories (calculated from available carbohydrates 
and citric acid).—0.29 per gram; 8 per ounce. 

Use.—In low calory, low sodium, and other therapeutic diets. 
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PREVALENCE OF TUBERCULOSIS 
IN LARGE CITIES 


Although considerable optimism regarding tuberculo- 
sis has been generated in the public mind as the result 
of the introduction of new chemotherapeutic agents and 
the rapidly falling death rate, physicians close to the 
tuberculosis problem believe that the optimistic outlook 
may not be entirely warranted. While it is true that the 
death rate is fallir. rapidiy and the incidence (new cases 
of tuberculosis o: ~\\ring annuaily ) 1s falling slowly, there 
is good reason tu ' lieve that the prevalence (total num- 
ber of cases of tui. :culosis in the community) may actu- 
ally be increasing. 

One reason for the increasing prevalence of tubercu- 
losis lies in the survival rate of numerous patients cur- 
rently treated, as compared with the prechemotherapeutic 
era. Prior to 1946, most large institutions dealing with 
tuberculosis reported an annual death rate of about 30% 
of the number of yearly admissions. At present, the 
death rate is under 10% in nearly all large institutions 
and under 5% in many others.' As survivors return to 
community life from the sanatorium, some inevitably 
undergo a relapse, infecting persons with whom they are 
in contact, possibly with tubercle bacilli already resistant 
to antituberculosis drugs. The close supervision required 
by survivors via clinical examinations, x-ray examina- 
tions, and sputum tests has been found to throw an extra 
load on outpatient clinics in some communities. 

A second factor that contributes to an increase in the 
number of tuberculosis patients living at home rather 
than in sanatoriums can be attributed to the outpatient 
programs now extant in a number of cities. This type of 
program varies considerably from city to city. In New 
York, for instance, treatment is administered to patients 
who have left sanatoriums against medical advice, as 
well as to those who refuse to enter sanatoriums.* Many 
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of these patients have negative sputum. On the debit side, 
however, it is probable that many patients will suffer 
a relapse and many will refuse to undergo effective sur- 
gery, so that it is doubtful whether such a program will 
ultimately help control tuberculosis in a large city. In 
the Chicago tuberculosis outpatient program, recalcitrant 
patients are untreated; only postsanitarium patients se- 
lected for early discharge according to definite medical 
criteria are given outpatient treatment. Over 1,000 pa- 
tients are now receiving outpatient therapy in Chicago, 
and the relapse rate for these selected cases has been 
reported as being very low.* 


A third factor that contributes to an increase in the 
prevalence of tuberculosis among patients at home is due 
to highly enthusiastic publicity on the efficacy of anti- 
tuberculosis drugs. These published accounts encourage 
many newly discovered tuberculosis patients to refuse 
sanatorium care and prompt many sanatorium patients to 
leave prematurely against medical advice, actually before 
treatment has been completed. At present, the ultimate 
danger from such patients cannot be assessed; one inves- 
tigator reports a 50% relapse rate among patients leaving 
a sanatorium while cavities are still open.‘ 


From the foregoing statements, it is reasonable to as- 
sume that many patients who reside in large cities pre- 
sent a definite challenge or threat to effective tuberculosis 
control. These persons include various survivors who 
formerly would have died, patients with surgical collapse, 
a large number of “good chronics” who are clinically 
well but bacteriologically positive, and numerous recalci- 
trant, inadequately treated patients. Wilson’ recently 
estimated that within 20 years the United States will have 
about 85,000 “respiratory cripples” surviving medical 
and surgical treatment, in addition to 35,000 patients 
with chronic tuberculosis and with positive sputum. The 
danger and cost to the general public inherent in a 
sequence of patient relapses and readmissions to sana- 
toriums is obvious. In this connection, the evils asso- 
ciated with the spread of resistant tubercle bacilli should 
not be underestimated, even though the danger has 
proved relatively small in the past. 

Effective management of the problem of increased 
prevalence of tuberculosis in a community requires im- 
proved supervision of patients residing at home, improved 
liaison between sanatoriums and outpatient clinics, and 
more stringent restriction of tuberculosis “public health 
menace” patients. In New York, the problem was dealt 
with by the appointment of a single administrator to 
control inpatient and outpatient tuberculosis care. In 
Chicago, the inpatient and outpatient services of the 
Municipal Tuberculosis Sanitarium have been under the 
supervision of a single head for many years, with increas- 
ing expansion occurring in the outpatient services. In 
both Pittsburgh and Chicago, the elimination of long 
waiting lists of patients for admission to their respective 
sanatoriums during the past two years has made possible 
measures to control the “public health menace” patient. 
Finally, while great strides have been made recently in 
tuberculosis therapy, what still remains to be accom- 
plished should not be minimized in this most prevalent of 
all infectious diseases. 
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VARICOSE VEINS OF THE LOWER 
EXTREMITIES 


Probably the surgical disease most commonly afflict- 
ing the human race is varicose veins of the lower extremi- 
ties. That is the penalty man pays for assuming the up- 
right posture. The varicosities may be the result of a 
congenital weakness of the venous wall and of the valves 
or they may develop secondary to thrombosis in the 
deeper veins of the extremities. The contributing factors 
here are repeated trauma to the lower extremities, child- 
birth, operative interventions, or chronic infections re- 
quiring prolonged rest. All of these causative factors have 
their origin in deep venous occlusion of thrombotic na- 
ture. Incompetence of valves leads to a venous stasis and 
hypertension in the saphenous system of veins. The se- 
quence of events in uncontrolled venous stasis is that of 
edema, induration of the skin, chronic cellulitis, and 
fibrosis. Later the skin becomes pigmented, and derma- 
titis and eczema follow. Recurrent attacks of cellulitis and 
of phlebitis are late symptoms, and these lead to ulcera- 
tion. 

The treatment of varicose veins of the lower extrem- 
ities has gone through a number of cycles. Summers,’ in 
an extensive historical review of the subject, recounts 
the story of the development of treatment of varicose 
veins and ulcers from the time of Hippocrates to date. 


An important advance in the treatment was made by 
the contribution of Trendelenburg. In 1890 he had 
elucidated the causative factors in varicose veins, vari- 
cose ulcers, and stasis dermatitis. His test for the com- 
petency of the saphenofemoral valve is still the basic test 
for competency of valves in the saphenous system of 
veins. Madelung in 1884 and Schede in 1887 introduced 
the radical operation of complete excision of the long 
saphenous vein along with the varicosities. 

After the discovery by Linser in 1911 that the veins 
of patients treated for syphilis with mercury bichloride 
became thrombosed, the method of chemical obliteration 
of varicose veins was developed and became popular in 
France. The high mortality rate from pulmonary embo- 
lism after the operative treatment and the comparative 
safety of the injection method made this course inevitable. 
Sclerotherapy with early ambulation was advocated in 
the United States by deTakats,* McPheeters,* and others. 
The most significant advancement in the surgical treat- 
ment of varicose veins was the ligation of the long saphe- 
nous vein at the saphenofemoral juncture as advocated 
by Homans in 1916. The first vein-stripping operation 
was reported by Kellar in 1905. Charles Mayo in 1906 
and Babcock in 1907 introduced special stripping instru- 
ments. In 1916 Homans advocated high ligation of the 
internal saphenous vein with all its tributaries and its 
complete eradication by stripping. 

Injection treatment alone is being more and more aban- 
doned because of certain complications, such as occa- 
sional pulmonary embolism, severe anaphylactic shock 
with edema of the larynx, severe local chemical thrombo- 
phlebitis, and breaking down of the wound due to the 
chemical action of the solution used. Lymphedema due 
to necrosis of lymph vessels in the operative area is a 
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troublesome complication. As Linton * pointed out, the 
veins recur after the injection therapy and, in some in- 
stances, the condition of the leg is made much worse be- 
cause of the fact that the sclerosing solution may spread 
to involve other veins, such as the communicating or 
deep veins, and when they canalize the condition of the 
leg becomes more serious because the valves of these 
veins have become destroyed. 

The consensus today is that the best treatment for 
varicose veins of the lower extremities is the radical re- 
moval of the main trunks of both the long and the short 
saphenous veins. It is most important that the long saphe- 
nous vein be ligated at the saphenofemoral junction. The 
main trunk of the long saphenous and of the short saphe- 
nous vein should be stripped from the groin to below 
the internal malleolus by subcutaneous stripping pro- 
cedure. Ambulation within 24 hours after operation is 
imperative to prevent thromboembolism. After removal 
of these veins small injections are used to obliterate the 
tributaries not removed by stripping. 

The operation of flush saphenous ligation with strip- 
ping of each vein to the dorsum of the foot is then the 
procedure of choice; however, even when this is accom- 
plished, no promise of permanent freedom from recur- 
rence can be offered. Luke ® called attention to the fact 
that the great majority of recurrences are the result of 
missing or the subsequent opening of incompetent com- 
municating veins between the saphenous systems and the 
deep venous circulation. The incompetent communicating 
veins result in recanalization of the original thrombosis 
or dilatation and the production of varicosities in formerly 
small superficial collateral channels. It is the existence of 
the latter type that makes it impossible to promise cure 
in any case of primary varicose veins despite every known 
type of treatment. 


HOOSIER INDEPENDENCE 


Indiana, long known as the Hoosier state, also is 
known for its independent attitude toward federal hand- 
outs. For the fourth successive year it has said “no” to 
Washington for most federal aid, subsidy, or give-away 
programs. Since it adopted this policy in 1951 it is re- 
ported to have turned its back on 25 million dollars or 
more. In 1954, for example, the state declined federal 
money for hospital construction, prevented the building 
of an armory that it believed was not needed, and stopped 
a federal housing program. 

Indiana’s policy began with a declaration of its general 
assembly in 1945: “Indiana needs no guardian and in- 
tends to have none. We Hoosiers—like the people of our 
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sister states—were fooled for quite a spell by the ma- 
gicians’ trick that a dollar taxed out of our pockets and 
sent to Washington will be bigger when it comes back 
to us. We find that it lost weight in its journey to Wash- 
ington and back. The political brokerage of the bureau- 
crats has been deducted. We have decided that there is 
no such thing as federal aid. We know that there is no 
wealth to tax that is not already within the boundaries 
of the 48 states.” 

Indiana’s spirit for the past several years apparently 
will continue through 1955. Governor George N. Craig 
is reported to have refused more than $16,000 for 
a federal educational conference. It would have been 
made available for the Indiana committee on a White 
House conference on education to be held in Washington 
in November. This is similar to the state’s resolution in 
1947 protesting federal subsidies, its 1951 resolution 
urging the federal government to curtail its grants to 
states, and its 1951 row with Oscar Ewing, who then 
was Federal Security Administrator. The state legislature 
insisted on opening relief expenditures to public scrutiny. 
Involved were 20 million dollars for yearly federal relief 
aid. Ewing struck Indiana off the lists eligible to receive 
such aid, and the legislators promptly passed a state 
relief plan financed entirely by local funds. Eventually 
Congress amended the federal law to permit states to 
disclose relief information. In 1954 Indianapolis refused 
federal hospital funds but raised 12 million dollars locally. 
The same city rejected one and a half million dollars to 
remodel the municipal airport. Other examples could be 
cited. 

It is encouraging in these days of easy handouts and 
willing hands to see people with a spark of the independ- 
ence for which this country has been known for so many 
years. When a state stands up for its independence it is 
time for others to rise and cheer. Indiana may be 37th in 
size and 12th in population, but it is not that far down 
the list in spirit. 


HELP FOR COLLEGES 


General Electric has announced a plan for providing 
financial help for colleges. Under the plan the G. E. 
Educational Fund will match every gift made by a G. E. 
employee to an accredited four year U.S. college or 
university at which he has earned a degree. The fund 
will make its matching gift to the same school on a 
dollar-for-dollar basis up to $1,000 in one year. This 
is in addition to the scholarships, fellowships, and grants- 
in-aid provided by the fund. 

American industry has become increasingly aware of 
its role in the education of young Americans. There is 
more than a moral obligation to say “thank you” to a 
country that provides an enterprise system second to 
none in the world. There is also recognition of the need 
for well-trained graduates to maintain this system and 
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extend its possibilities. And there also is awareness of 
the pending threat of government domination through 
subsidy of all colleges and universities if sufficient funds 
are not available through private sources. General Elec- 
tric deserves commendation and a note of thanks from 
all of us for its contributions and its program. It offers 
encouragement for individual contributors, and it sets 
a pattern for other members of industry to follow. 


COMMON SENSE vs. FOOD FADDISM 


Highly technical knowledge regarding nutrition, find- 
ing its way into popular articles in newspapers and maga- 
zines, often becomes a basis for ridiculous fads. What 
the public needs is not more scientific detail but more 
practical instruction in how to apply sound nutritional 
principles.’ Sebrell ? has drawn attention to various kinds 
of food fads. The drinking of tea and coffee, which origi- 
nated in fads, and which in no way aids nutrition, is now 
firmly implanted in national custom. The chief disad- 
vantage of these beverages is their deflection of monev 
and appetite from products of greater nutritional valu 
More recently the public, unaware that vitamins are 
quired in minute amounts and that in themselves thc: 
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ORGANIZATION SECTION 


FILM LIBRARY HAS BEST YEAR 

Ralph Creer, Secretary of the A. M. A. Committee on Medical 
Motion Pictures, reports the film library had the busiest year 
of its existence. A total of 2,485 motion pictures were distributed 
during 1954, an increase of 572 over the previous year. In- 
dividual physicians requested 1,126 films, and more than 900 
films were loaned to hospitals. Seventy-one medical schools 
requested 873 films during the year. More medical societies are 
showing films in connection with their annual meetings. There 
is also a greater appreciation of the value of films in medical 
education; for example, Dr. F. A. Simeone, professor of surgery 
at Western Reserve University, Cleveland, secured a series of 
three films on congenital malformations of the heart from the 
A. M. A. film library and, while on a mission for the State 
Department, showed them to several audiences in the Middle 
East. “In all the places visited,” he said, “there is a striking lack 
of this kind of teaching material. This was especially noticeable 
in Bagdad. Teachers are at a premium everywhere in the Middle 
East and certainly one effective way of making maximum use 
of the teaching personnel would be to provide them with aids 
such as the A. M. A. films I brought for demonstration.” Besides 
Bagdad, the three reels, made at the University of Washington 
Medical School, were shown in Jerusalem, Amman, and Beirut. 


NATIONWIDE HOUR AND A HALF “VIDECLINIC” 
“Videclinic,” an unprecedented hour and one-half postgrad- 
uate medical program, will be telecast to about 20,000 physicians 
in 31 cities Wednesday, Feb. 9, at 9 p. m. EST. “The Manage- 
ment of Coronary Artery Disease” will be discussed and clini- 
cally demonstrated by 13 authorities in the field of cardiology. 
They will be televised by live and filmed pick-ups from Boston, 
Cleveland, Minneapolis, Chicago, and New Orleans over the 
largest mass education closed-circuit network ever attempted. 
President Eisenhower will address the assembled physicians 
from the White House. He is expected to commend and en- 
courage the American medical profession in its pursuit of ad- 
vanced medical knowledge in the interest of the health of the 
nation. Many of the medical societies in the 31 areas receiving 
the “Videclinic” have arranged to hold their monthly meetings 
on this evening to assure a maximum audience of physicians, 
residents, interns, and senior medical students, all of whom have 
been invited by the American Medical Association and their local 
county medical societies. Smith, Kline & French Laboratories 
of Philadelphia is producing and sponsoring the presentation. 
Participants in the live televised sequences from New York, 
Boston, and Cleveland are Herrman L. Blumgart, panel moder- 
ator, professor of medicine at Harvard medical school; E. Cowles 
Andrus, associate professor of medicine, Johns Hopkins Univer- 
sity school of medicine and president of the American Heart 
Association; Francis C. Wood, chairman, department of medicine 
of the University of Pennsylvania school of medicine; Howard P. 
Lewis, professor of medicine, the University of Oregon school 
of medicine; Paul D. White, executive director, National Ad- 
visory Heart Council and president of the International Society 
of Cardiology; Frederick J. Stare, chairman, department of 
nutrition, Harvard medical school; Irvine H. Page, director of 
research at the Cleveland Clinic and president-elect of the 
American Heart Association, and Howard B. Burchell, professor 
of internal medicine, University of Minnesota graduate school. 
The following physicians will participate in the filmed tele- 
vision reports from Minneapolis, New York, Boston, Chicago, 
and New Orleans: Ancel Keys, director, physiological hygiene 
laboratory, University of Minnesota school of public health; 
David P. Barr, professor of medicine at Cornell University Medi- 
cal College; Howard B. Sprague, clinical associate in medicine, 
Harvard medical school; Louis N. Katz, director, cardiovascular 
department, Medical Research Institute of Michael Reese Hos- 
pital, and George E. Burch, Henderson Professor of Medicine, 
Tulane University school of medicine, New Orleans. 


In the 31 cities to which “Videclinic” will be televised, the 
evening program will begin at least 15 minutes before the actual 
telecast to permit time for introductory remarks. “Videclinic” 
will be telecast at these local times to the following cities 


9 p.m. EST 
BCs Widchaitiescvetccess DeWitt Clinton Hotel 
Sn éncvsknincebess Dinkler Plaza Hotel 
castinteeidentaius Peabody Conservatory of Musk 
i elenncuncicghvenesd Statler Hotel 
a ae Menora Temple 
SERRE RAE Sinton Hotel 
bai nagbunkeodneds Medical Library 
A hs Winnbesdesbenscese Statler Hotel 
i a ce Century Theatre and Roosevelt Hotel 
2 Sa ae Essex House 
es cocanctcceacces University of Pennsylvania, Irvine 
Auditorium 
el Webster Hall 
SINE le Wavocccconeeess Sheraton Hotel 
Washington, D. C........... Mayflower Hotel 
8 p.m. CST 
Ee Palmer House 
SIL, cc bsasunneeceés Baker Hotel 
BEOUROOE, TOROS. 0000000800 Jesse Jones Library 
| RTE Methodist Hospital, White Cross Guild 
Auditorium 
Kansas City, Mo............. Muehlebach Hotel 
ON eee Brown Hotel 
Memphis, Tenn.............. King Cotton Hotel 
eee Pfister Hotel 
Minneapolis-St. Paul........ Radisson Hotel 
ES Jung Hotel 
le Mn a-6440605. 0600006005 St. Louis Medical Society Auditorium 
7 p.m. MST 
Ee ee Denver Medical Society Library 
le BD Gc cccccccovcses University of Utah, Kingsbury Hall 
6 p.m. PST 
ss s06ekscnensses Philharmonie Auditorium 
3) Sa Multnomah Hotel 
ND in cigs i ahinaue Mark Hopkins Hotel 
rere rr Olympia Hotel 


NEW “MARCH OF MEDICINE” SERIES 


The “March of Medicine” television program once again will 
bring to the American people the latest reports of medical 
progress across the nation. The first program in the spring, 1955, 
series will be carried over the National Broadcasting Company's 
television network on Sunday, Feb. 27. Other programs will 
report on activities at various national medical meetings, culmi- 
nating in coverage of the American Medical Association's 
Annual Meeting in Atlantic City during the week of June 6-10. 
The tentative schedule calls for programs during the weeks of 
March 28, April 26, and June 6. Plans also are under way by 
the sponsors, Smith, Kline & French Laboratories and the 
A. M. A., to present a three-program series in the fall. Details 
will be announced later. 

In recognition of the “outstanding contribution to public 
understanding of the problem of mental illness” the American 
Medical Association and Smith, Kline & French Laboratories 
recently received a citation from the National Association for 
Mental Health. The award was for the “March of Medicine” 
telecast entitled “Search for Sanity,” which was presented by 
Smith, Kline & French and the A. M. A. Oct. 31 over the 
NBC-TV network. This program reported on the care and treat- 
ment of mental patients and on research projects now being 
conducted in the field. Dr. Leo H. Bartemeier, chairman of 
A. M. A.’s Council on Mental Health, accepted the award on 
behalf of the A. M. A. in Philadelphia. 


QUARTERLY CUMULATIVE INDEX MEDICUS 


Volume 45 of the Quarterly Cumulative Index Medicus has 
been mailed to subscribers and is now available for purchase 
from the Order Department of the American Medical Associ- 
ation. This volume covers the material for the first half of 1949, 
which has been held as a backlog for several years. To avoid 
further postponement it was decided to select those periodicals 
that are most commonly consulted and usually available to 
users for inclusion in this volume. The usual coverage is main- 
tained in the book section. The next issue of the Index to be 
published, volume 53, including January through June, 1953, is 
now in production and should be finished by midyear. 
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MEDICAL NEWS 


CALIFORNIA 


Dr. Voorsanger Honored.—Dr. William C. Voorsanger, senior 
physician on the medical staff at Mount Zion Hospital, San 
Francisco, was recently awarded a certificate of merit in recog- 
nition of his 50 years of service on the hospital staff and was 
informed of the creation of the William C. Voorsanger fund to 
further the investigation of pulmonary diseases. Dr. Voorsanger 
has been chief of medical services and head of the chest service 
and tuberculosis clinic at the hospital. He is a past president of 
the National Tuberculosis Association, a founder and past 
president of the California Tuberculosis Association, and past 
president of the San Francisco Medical Society. 


University News.—The College of Medical Evangelists, Loma 
Linda-Los Angeles, plans to establish a school of graduate 
studies that will offer work leading to the master of science 
degree in the basic sciences. Godfrey T. Anderson, Ph.D., 
president of La Sierra College, Arlington, recently became the 
ninth president of the College of Medical Evangelists, Loma 
Linda-Los Angeles. Dr. Walter E. Macpherson, president of 
C. M. E. in recent years, was appointed dean of the school of 
medicine, a post left vacant on the resignation of Dr. E. Harold 
Shryock last August. 





Conference on Rural Health.—Under the co-sponsorship of the 
California Medical Association and the California Rural Health 
Council, the California Conference on Rural Health will be held 
in Fresno, Feb. 11-12, at the Fresno Hacienda. Chief topics for 
discussion include: “Health Problems in California Related to 
Population Growth and Movement”; “Medical, Hospital, and 
Allied Health Services in Rural Communities”; and “Community 
Health Services in Rural Areas.” All rural and community 
groups, farmers, physicians, extension workers, and public 
health personnel are invited to attend. Participants will include 
Henry A. Randel, Fresno, chairman, rural health committee of 
the California Medical Association; Malcolm H. Merrill, San 
Francisco, director, State Department of Public Health; and Mr. 
Aubrey Gates, field director, American Medical Association 
Council on Rural Health. 


COLORADO 

Personal.—Dr. George Moore, who recently completed an 
assignment in Nepal as a medical officer with the U. S. Foreign 
Operations Administration, has accepted the position of medical 
director of the San Juan Basin Health Department. 


Midwinter Postgraduate Clinics—The 20th annual midwinter 
postgraduate clinics will be presented to the Rocky Mountain 
region by the Colorado State Medical Society, Feb. 15-18, at 
the Shirley-Savoy Hotel, Denver (registration fee, $5). The 
dinner, Tuesday, 6:30 p. m., to be followed by a stag smoker, 
will be addressed by Dr. Francis R. Manlove, Denver (“The 
Role of the Medical Center in the Community”). Wednesday 
Drs. Robert S. Sparkman, Dallas, Texas; Richard W. Vilter, 
Cincinnati; F. Bayard Carter, Durham, N. C.; and Fred J. 
Hodges, Ann Arbor, Mich., will participate in a symposium on 
obstetrics at 2 p. m. and in a panel on obstetrics at 3:55 p. m. 
Dr. Samuel P. Newman, Denver, president, Colorado State 
Medical Society, will preside at the luncheon and round-table 
discussion Thursday, when a question and answer period on 
cardiovascular and traumatic problems will be conducted by 
Dr. Conrad R. Lam, Detroit, Dr. Sparkman, and Dr. Hodges. 
At 2 p. m. Drs. Vilter, Carter, and Lam will participate with 
Drs. Morris E. Dailey and James F. Rinehart, San Francisco, 
in a symposium on pulmonary and cardiac conditions, followed 
by panel discussion. 





Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 





CONNECTICUT 


Hospital News.—In its guest speaker program, Saturdays at 
11 a. m., the Hartford Hospital will present Dr. William W. L. 
Glenn, associate professor of surgery, Yale University School of 
Medicine (Cardiac Surgery), Feb. 12; Dr. George E. Miller, 
assistant professor of medicine, University of Buffalo School of 
Medicine (The Management of Edema), Feb. 19; and Dr. 
Thomas I. Hoen, professor of neurosurgery, New York Univer- 
sity-Bellevue Medical Center (Parkinson’s Disease), Feb. 26. 


ILLINOIS 


Services Available to the Deaf.—A “Directory of Services 
Available to the Acoustically Handicapped in the Chicago Area” 
can be obtained from the Chicago Hearing Society, 30 W. 
Washington St., for 25 cents a copy. The directory, compiled by 
Eta chapter of Mu Iota Sigma, a national fraternity for teachers 
of the deaf, lists clinical facilities, schools, and social agencies 
especially designed to serve deaf and hard-of-hearing children. 


Chicago 

Cardiac Conference.—The monthly clinicopathological cardiac 
conference of Cook County Hospital will be held Feb. 11 from 
11 a. m. to 12 noon in the Children’s Amphitheater, 700 S. Wood 
St. The guest speaker, Dr. Rachmiel Levine, chairman, depart- 
ment of medicine, Michael Reese Hospital, will discuss the 
endocrine control of the circulation. 


Course in Endocrinology.—In its lecture series, “Progress in 
Endocrinology,” the Chicago Medical School offers the follow- 
ing programs: 

Feb. 8, Insulin, Maurice E. Krahl, Ph.D. 

Feb. 15, Androgens, Allan T. Kenyon. 

March 1, Parathyroid Hormone, Gordon S. Stewart, Ph.D. 
Lectures are held at 12:30 p. m. in Amphitheater A, 710 S. 
Wolcott Ave. 


Symposium on Growth.—The Sigma Xi Club of the Chicago 
Medical School (710 S. Wolcott Ave.) will present a symposium 
on growth Feb. 9, 7 p. m., in Amphitheater A. The following 
program is open to all interested persons: 


What is Growth? Paul A. Weiss, Ph.D., New York. 

Regulation of Bacterial Growth Rate, Aaron Novick, Ph.D., Chicago. 

Growth Hormone as a Factor in Somatic Growth, Delbert M. Bergen- 
Stal, Chicago. 

Growth in Animal Lung Tumors, Michael B. Shimkin, Bethesda, Md. 


Ophthalmologic Conference——The Chicago Ophthalmological 
Society will hold its 1955 clinical conference Feb. 11-12 at the 
Drake Hotel. The topics to be discussed include interpretation 
of diagnostic procedures in glaucoma, surgical principles and 
techniques in glaucoma, practical aspects of aphakic corrections, 
clinical significance of the horopter, cataract surgical problems, 
and medical trends in allied fields applicable to ophthalmology. 
Among the speakers will be Drs. James H. Allen, New Orleans, 
and Adolph Posner, Arthur Linksz, and Algernon B. Reese, 
New York. Information may be had from Miss Maud Fair- 
bairn, 8 W. Oak St., Chicago 10. All ophthalmologists are in- 
vited to attend the 11th annual Gifford Memorial Lecture by 
Dr. Algernon B. Reese, New York, at 5:30 p. m. Friday. 


Meeting on Diseases of the Heart.—An all-day session has been 
scheduled by the Chicago Heart Association at the LaSalle Hotel, 
Feb. 9. The program will start at 9 a. m. with greetings by Dr. 
Robert P. Gilbert, chairman, postgraduate education committee. 
Dr. James A. Campbell, Chicago, will serve as moderator for 
“Cardiac Surgery,” with the following collaborators: Dr. 
Laurence B. Ellis, Boston, and Drs. Stanley Gibson, Willis J. 
Potts, and William S. Dye, Chicago. At 11:15 a. m. Dr. James 
A. Walsh, Peoria, will moderate a program on subacute bacterial 
endocarditis in which the participants will be Drs. Walter S. 
Priest and Harry F. Dowling, Chicago. At luncheon, 12:40 
p. m., at which Dr. Louis N. Katz, president of the association, 
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will preside, Dr. Priest will have as his subject “General Practi- 
tioner and Heart Disease.” “Hypertensive Cardiovascular Renal 
Disease,” 2 p. m., will have as moderator Dr. George E. Waker- 
lin, Chicago, and as collaborators Dr. Theodore N. Pullman, 
Chicago, and Dr. Sibley W. Hoobler, Ann Arbor, Mich. The 
final topic for discussion, “Acute Myocardial Infarction,” will be 
presented by Dr. Chauncey C. Maher, Chicago, and Dr. Carleton 
B. Chapman, Dallas, Texas, with Dr. George K. Fenn, Chicago, 
as moderator. 


MICHIGAN 

Society News.—On Feb. 8 at 8:15 p. m. the Henry Ford Hospital 
Medical Society will present in the hospital auditorium “Physio- 
logical and Clinical Aspects of Hyperthermia” by Dr. Robert D. 
Dripps, professor of anesthesiology, University of Pennsylvania 
School of Medicine, Philadelphia. 


Beaumont Lecture.—Dr. Carl V. Weller, professor of pathol- 
ogy, University of Michigan Medical School, Ann Arbor, will 
deliver the Beaumont Lecture Feb. 7, 8:30 p. m., at the Wayne 
University College of Medicine auditorium, where he will talk 
on factors in causation of pulmonary cancer before the Wayne 
County Medical Society. 


Pathologists Meet in Detroit.—A joint meeting of the North 
Central region, College of American Pathologists, and the 
Michigan Pathological Society will be held at Henry Ford 
Hospital, Detroit, Feb. 12. Panel discussion will follow the 
morning program: 
Kidney Function in Disease, Arthur C. Corcoran, Cleveland, Don 
Carlos Hines, Indianapolis, and Irvine H. Page, Cleveland. 
Renal Physiology in Obstructive Uropathy, Jack Lapides, Ann Arbor, 
Mich, 
Effect of Increased Work-Load on the Kidneys, Frank W. Hartman, 
Detroit. 
Biochemical Changes in Uremia on the Artificial Kidney, Lloyd T. 
Iseri, Detroit. 
Renal Aspects of the Pathogenesis of Hypertension, Irvine H. Page, 
Cleveland. 
After luncheon, 1 p. m., Dr. Arthur C. Allen, New York, will 
serve aS moderator for a slide seminar on renal diseases. 


Symposium on Office Procedures.—On Feb. 9 a second 
Symposium on Office Procedures for the General Physician will 
be held at the Sheraton-Cadillac Hotel, Detroit, under the co- 
sponsorship of the Wayne County Medical Society and the 
Wayne County Academy of General Practice. The following 
presentations will be made: 
Sigmoidoscopy and Other Office Proctology, Walter A. Fansler, Minne- 
apolis. 
Cardiac Auscultation, George D. Geckeler, Philadelphia. 
Management of Eye Diseases and Injuries, Edwin W. Burton, Charlottes- 
ville, Va. 
Early Detection and Management of Behavior Difficulties, Sherman 
Little, Buffalo. 
Management of the Primiparous Woman, Isadore Dyer, New Orleans, 
Recognition and Treatment of Lung Diseases, Philip A. Tumulty, 
Clayton, Mo. 
Dr. Edward J. McCormick, Toledo, Ohio, immediate Past 
President of the American Medical Association, will be the 
luncheon speaker and will have as his subject “Essentiality of 
the General Physician.” Dr. Kenneth W. Toothaker, Lansing, 
president of the Michigan Academy of General Practice, will 
moderate the morning session, and Dr. Edwin H. Fenton, 
Detroit, president of the Wayne County Medical Society, the 
afternoon session. All physicians are cordially invited to attend 
as guests of the Michigan Academy of General Practice. Mem- 
bers of the American Academy of General Practice will be 
awarded five study course credits for attendance. At the end of 
the afternoon session, physicians and their wives will be guests 
at a cocktail party in the Founder’s Room. 


MISSOURI 


Lecture on Epilepsy.—The St. Louis Society of Neurology and 
Psychiatry will sponsor a lecture Feb. 8, 8:15 p. m., in the 
Wohl Hospital Auditorium, 4960 Audubon Ave., St. Louis, by 
Dr. Wilder G. Penfield, professor of neurology and neuro- 
surgery at McGill University Faculty of Medicine, Montreal, 
Canada, on the subject “Cerebral Pathology and Epileptic 
Seizures.” Interested physicians, interns, residents, and medical 
students are cordially invited to attend the lecture. 
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NEW YORK 

Roswell Park Lecture.—On Feb. 10, under the sponsorship of 
the Buffalo Surgical Society, Dr. Alfred Blalock, director, depart- 
ment of surgery, Johns Hopkins University School of ‘Medicine, 
Baltimore, will deliver the Roswell Park Lecture. Dr. Blalock 
will be awarded the society’s gold medal, given for the eighth 
time in honor of the late Dr. Roswell Park, professor of surgery 
at the University of Buffalo, 1883-1914. 


Joachim Lecture.—The 17th in the series of Dr. Henry Joachim 
lectures on the application of fundamental sciences in medicine 
will be delivered by Dr. Perrin H. Long, professor of medicine 
and chairman of the department of medicine, State University 
of New York College of Medicine at New York City, Brooklyn, 
Feb. 10, 8:30 p. m. at the Jewish Chronic Disease Hospital, 
86 E. 49th St., Brooklyn. Dr. Long’s subject will be “The Use 
and Abuse of Antibiotics.” 


Conference on Occupational Chest Diseases.—The MclIntyre- 
Saranac Conference on Silicosis and Occupational Chest Diseases 
will be held at Town Hall, Saranac Lake, Feb. 7-9 under the 
joint sponsorship of the McIntyre Research Foundation of 
Toronto, Canada, and the Saranac Laboratory of Saranac Lake. 
Dr. Anthony J. Lanza, emeritus professor of industrial medicine 
at New York University—Bellevue Medical Center, New York, 
is chairman of the conference. The following topics have been 
chosen for half-day sessions: aluminum in the control of sili- 
cosis, epidemiology of silicosis and occupational chest disease, 
evaluation of experimental research on dust disease, medico- 
legal and clinical aspects of pulmonary disability, and experi- 
mental and engineering aspects of occupational chest diseases. 
The conference banquet will be held at 8 p. m. Tuesday at the 
Hotel Saranac. Dr. Paul S. Richards, Salt Lake City, will 
deliver the LeRoy U. Gardner Memorial Address, and Dr. 
Hugh M. Kinghorn, Saranac Lake, will present “Historical 
Sketches on Dr. Edward L. Trudeau and Dr. E. R. Baldwin.” 
Among the presentations at the sessions will be “Pneumokoniosis 
in the Kolar Gold Fields of South India” by Dr. Geoffrey E. 
Ffrench, senior assistant medical officer at the fields, and “A 
Study of Certain Dust Diseases in England” by Dr. Arthur 
I. G. McLaughlin, London, England. 


New York City 


Murray Gordon Lecture.—Zeta chapter of the Phi Delta Epsilon 
fraternity at the State University of New York College of 
Medicine will sponsor the eighth Murray B. Gordon Memorial 
lecture Feb. 8, 5:15 p. m., at the Clinical Hall of the Polhemus 
Building, New York State Medical College. The guest speaker, 
Dr. Charles B. Ripstein, professor of surgery, Aibert Einstein 
College of Medicine, will discuss “The Physiological Basis for 
Surgery of the Mitral Valve.” 





Conference on Bioflavonoids.—A day-long conference, “Bio- 
flavonoids and the Capillary,” will be held at the Barbizon- 
Plaza Hotel under the auspices of the New York Academy of 
Sciences Feb. 11. Dr. Albert Szent-Gyorgyi, Woods Hole, Mass., 
Nobel prize winner, will moderate a morning session devoted 
to laboratory work. His report will follow that of Dr. John B. 
Youmans, Vanderbilt University School of Medicine, Nashville, 
Tenn., moderator of the afternoon session devoted to clinical 
applications of the bioflavonoids, who will give “Summary of 
the Clinical Aspects of Bioflavonoids and Ascorbic Acid.” 


Society News.—The New York Institute of Clinical Oral 
Pathology cordially invites members of the medical, dental, and 
allied professions to its monthly conference, Feb. 9, 8:30 p. m., 
at the New York Academy of Medicine. Martin A. Rushton, 
professor of dental medicine, Guy’s Hospital, London, England, 
will discuss “Some Less Common Bone Lesions in the Jaws.” 
At its meeting Feb. 11, 8:30 p. m., at the New York 
Academy of Medicine (2 E. 103rd St.), the American-Hungarian 
Medical Association will present a program on progress in 
plastic and reconstructive surgery. After “A Few Aspects on 
Plastic Surgery of the Face” by Dr. Gustave Aufricht, invita- 
tional addresses will be delivered by Dr. Thomas W. Stevenson, 
professor of plastic and reconstructive surgery, Columbia 
University College of Physicians and Surgeons (Cartilage Im- 
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plantation to the Nose), and Dr. Henry H. Kessler, clinical 
professor of physical medicine and rehabilitation, New York 
Medical College, Flower and Fifth Avenue Hospitals (Re- 
habilitation Around the World). 


TENNESSEE 

Postgraduate Medical Assembly.—The 66th annual session of 
the Mid-South Postgraduate Medical Assembly will convene at 
the Hotel Peabody, Memphis, Feb. 8-11, under the presidency 
of Dr. Reuben B. Caldwell, Baldwyn, Miss. Guest speakers will 
include Drs. J. Englebert Dunphy, Sara M. Jordan, and Martin 
H. Wittenborg, Boston; Drs. George E. Shambaugh Jr. and 
Ormand C. Julian, Chicago; Drs. Paul O. Klingensmith, Milton 
Rapoport, Jonathan E. Rhoads, Harry L. Rogers, and Nathaniel 
W. Winkelman, Philadelphia; Dr. John A. Anderson, San Fran- 
cisco; Dr. Thaddeus S. Danowski, Pittsburgh; Dr. F. Bruce 
Fralick, Ann Arbor, Mich.; Dr. Frederick E. Kredel, Charleston, 
S. C.; Drs. John H. Lamb and Don H. O’Donoghue, Oklahoma 
City; Dr. Arthur J. Merrill, Atlanta, Ga.; Dr. Roy W. Scott, 
Cleveland; Dr. Harry M. Spence, Dallas, Texas; Dr. Charles S. 
Stevenson, Detroit; and Dr. John M. Waugh, Rochester, Minn. 
Drs. Scott, Dunphy, and Rhoads will preside on Tuesday 
evening. 


Nurses’ Meeting.—The 17th annual convention of the Mid- 
South Postgraduate Nurse Anesthetists Assembly and the Ten- 
nessee Association of Nurse Anesthetists will meet at the Hotel 
Peabody, Memphis, Feb. 9-10. Out-of-state speakers include Drs. 
Merrill, Stevenson, and Rapoport, and Dr. John S. Lundy, 
Rochester, Minn. 


Meeting of Ophthalmologists and Otolaryngologists——The Mem- 
phis Society of Ophthalmology and Otolaryngology will hold 
its annual Eye-Ear-Nose-Throat Convention Feb. 5-7. Drs. F. 
Bruce Fralick, Ann Arbor, Mich.; Frederick C. Cordes, San 
Francisco; and Harold G. Scheie, Philadelphia, will give courses 
in ophthalmology, and Drs. Paul H. Holinger, George E. Sham- 
baugh Jr., and Samuel Salinger, Chicago, will give courses in 
otolaryngology. All physicians limiting their practice to oph- 
thalmology and otolaryngology are invited to attend. The regis- 
tration fee, including daily luncheons and dinners, is $50. 


TEXAS 

Rabies in Man.—According to the U. S. Public Health Service, 
two cases of human rabies have been revorted in different 
counties in the southeastern part of the state. A 3-year-old boy 
had been bitten by a stray dog three weeks previous to hos- 
pitalization last October. Death occurred shortly thereafter. 
Laboratory examination of brain tissue revealed Negri bodies. 
Mice injected with brain tissue died within eight days and showed 
the pathological changes of rabies ——A 5-year-old boy, hos- 
pitalized with acute respiratory distress and convulsions Dec. 23, 
1954, died two days later. Investigation revealed that a stray 
dog, later proved to have been rabid, had been seen in the 
child’s yard and that the child, with an open lesion on his toe, 
might have become infected while running in the yard. 


WISCONSIN 


University News.—Under a recently approved contract, George 
Urdang, Ph.G., emeritus professor of the history of pharmacy, 
will be employed by the University of Wisconsin, Madison, 
during 1955 to allow him to continue as principal investigator 
in a search in old literature for reputed cancer drugs. 


Society News.—The Wisconsin Dermatological Society will hold 
a meeting at Columbia Hospital Feb. 5. The program, 4 p. m., 
will be followed by a dinner at the Milwaukee Athletic Club. 
Guest speakers will be Drs. Udo J. Wile, Ann Arbor, Mich., 
and Stephen Rothman, Chicago. 


Symposium on Myocardial Infarction.—Under the sponsorship 
of the Lucy Ann Droessel fund of the American Heart Associ- 
ation, the Medical Society of Milwaukee County will present 
the annual symposium, “The Management of Acute Myocardial 
Infarction,” at its monthly meeting at the Athletic Club, Feb. 10, 
8:15 p. m. Participants will be: 

F. Janney Smith, Detroit: The Place of Anti-Coagulants. 


William A. Brams, Chicago: General Clinical Management. 
William B. Youmans, Madison: Basic Physiological Disturbances. 


J.A.M.A., Feb. 5, 1955 


GENERAL 

Special Postmark for Health Congress——Britain’s Postmaster 
General has granted a special cancellation stamp in connection 
with the annual Health Congress of the Royal Sanitary Institute, 
which will be held at Bournemouth April 26-29. The special 
postmark will include the institute’s coat-of-arms. Philatelists, 
“cover” collectors, and others in the United States may obtain 
envelopes at a cost of 20 cents apiece, $1.20 for 10, or $7.50 
for 100. Inquiries should be addressed to the Royal Sanitary 
Institute, 90 Buckingham Palace Rd., London, S. W. 1, England. 


Bermuda and Nassau After June Meeting.—There will be an 
eight day Bermuda-Nassau cruise following the American 
Medical Association’s convention in Atlantic City, N. J., June 
6-10. The party will sail from New York City at 7 p. m. on 
Friday, June 10, aboard the Green Monarch, newest addition 
to the Furness Lines fleet. The cruise is being handled by W. M. 
Moloney, general agent for the Chicago, Burlington and Quincy 
Railroad. A descriptive folder and reservation blanks may be 
obtained from him at the Bankers Building, 105 W. Adams St., 
Chicago. 


Allergists Meet in New York.—The American Academy of 
Allergy will hold its 11th annual meeting at the Hotel Statler, 
New York, Feb. 7-9 under the presidency of Dr. John M. 
Sheldon, Ann Arbor, Mich. The sessions will open Monday at 
9 a. m. Beginning at 11 a. m. and continuing through the day 
Dr. Samuel M. Feinberg, Chicago, will preside over the Ciba 
Seminar, “Recent Advances in Hypersensitivity,” sponsored by 
Ciba Pharmaceutical Products, Inc. On Tuesday at 11 a. m. 
Dr. Homer E. Prince, Houston, Texas, president, American 
College of Allergists, will present an address, “Common Sense 
Allergy.” The presidential luncheon will be held at 12:10 p. m. 
In all, 26 presentations will be made, and 30 papers will be 
read by title. 


Symposium on Cardiovascular Surgery—The International 
Symposium on Cardiovascular Surgery will be held March 17-19 
under the auspices of the Henry Ford Hospital, Detroit. Sym- 
posiums will be held on diagnostic techniques and on adjustments 
between the systemic and pulmonary circulations. The following 
panels have been s-heduled: “Diagnosis and Treatment of Pul- 
monic Stenosis,” “Interatrial Septal Defects,” “Late Results of 
Mitral Commissurotomy,” “Hypothermia,” and “Substitutes for 
Arterial Segments.” There will be 60 participants, of whom 17 
come from countries outside the United States, including Canada, 
England, Sweden, France, New Zealand, Chile, Argentina, and 
Mexico. Dr. Willis J. Potts, Chicago, will serve as toastmaster 
for the dinner meeting Friday, 7 p. m., at which the speaker will 
be Sir Russell Brock, London, England. 


Meeting of Obstetricians and Gynecologists——The South Atlan- 
tic Association of Obstetricians and Gynecologists will hold its 
annual meeting at the Williamsburg Inn and Lodge, Williams- 
burg, Va., Feb. 10-12 under the presidency of Dr. Robert G. 
Nelson, Tampa, Fla. The sessions will open Thursday at 9 a. m. 
with a presentation of case reports, which will later be discussed 
by a panel, for which Dr. Samuel A. Cosgrove, Jersey City, 
N. J., will serve as moderator. The concluding presentation 
Thursday, “Suprapubic Vesico-Urethral Suspension—A Ten 
Year Survey,” will be made by Dr. Andrew A. Marchetti, 
Washington, D. C. (guest speaker), and Dr. Victor F. Marshall, 
New York. Guest speaker at the Friday morning program will 
be Dr. Edward A. Schumann, Philadelphia, who will have as his 
subject “Pathways of Medicine, Reflections of a Conservative 
Physician.” The presidential address will be delivered at 12 noon 
Friday. The president’s party, 6:30 p. m., will precede the 
banquet, at which the speaker will be the Rev. Ernest K. 
Emurian, Portsmouth, Va. 


Surgeons Meet in Washington.—The Mid-Atlantic division of 
the United States section, International College of Surgeons, will 
meet at the Hotel Statler, Washington, D. C., Feb. 11-12. Ad- 
dresses of welcome will be delivered by Dr. Preston A. Mc- 
Lendon, Washington, D. C., president, Medical Society of the 
District of Columbia, and Dr. W. Ross Morris, Washington, 
D. C., president, Washington Academy of Surgery. Friday 
afternoon will be devoted to panels on gallbladder disease and 
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on peripheral vascular disease. At the banquet, 7 p. m., Dr. 
Max Thorek, Chicago, secretary general, International College 
of Surgeons, will give an address and movie presentation, “The 
International Surgeons’ Hall of Fame.” The Saturday session 
will open at 9 a. m. with a film, “Carcinoma of the Lung” 
(American Cancer Society). After luncheon, at which “The Pur- 
pose and Meaning of the International College of Surgeons” will 
be explained by Dr. Arnold S. Jackson, Madison, Wis., president, 
U. S. section, International College of Surgeons, a panel on 
newer aspects of cardiac surgery will be presented. Registration 
fee for the regional meeting is $5, with no charge for nurses, 
interns, residents, and military participants. 


Medical Color Telecasts.—In releasing the schedule for its sixth 
consecutive year of medical color telecasting, Smith, Kline 
& French Laboratories announce that an estimated 60,000 
physician-visits will be paid to closed-circuit color television 
programs at 15 postgraduate medical meetings in 1955. Since 
June, 1949, when colo1 television's first public performance was 
given at the American Medical Association Annual Meeting, 
Smith, Kline & French has presented color telecasts for 65 
medical meetings in the United States and Canada and abroad. 
More than 327,000 physician visits have been paid to these 
programs thus far. A 10 man, completely mobile color television 
unit devotes its entire time to the production of the telecasts 
and the maintenance of some 18,000 Ib. of television equipment. 

Smith, Kline & French, which produces and sponsors the 
“March of Medicine” series in cooperation with the A. M. A. 
on the NBC network, will telecast “Videclinic,” Feb. 9, to an 
estimated 18,000 physicians in 31 cities, the largest single medi- 
cal audience ever to witness a closed-circuit television program. 
lis 1955 color television schedule is as follows: 

Jefferson Graduate Assembly, Philade!phia, Feb. 9-11. 

Wills Eye Clinical Conference, Philadelphia, Feb. 18-19. 

Chicago Medical Society, Chicago, March 1-4. 

Michigan Clinical Institute, Detro‘t, March 9-11. 

Missouri State Medical Association, Kansas City, March 28-30. 

American College of Physicians, Philadelph‘a, April 26-29. 

Medical Society of the State of New York, Buffalo, May 9-11. 

Minnesota State Medical Association, Minneapolis, May 23-25. 

American Medical Association, Atlantic City, N. J., June 7-10. 

Kentucky State Medical Association, Louisville, Sept. 27-29. 

Kansas City Southwest Clinical Society, Kansas City, Mo., Oct. 4-6, 

American Academy of Ophthalmology and Otolaryngology, .Chicago, 

Oct. 10-14. 
American College of Surgeons, Chicago, Oct. 31-Nov. 4. 
American Medical Association, Boston, Nov. 29-Dec. 2. 


Meeting on Occupational Medicine.—The annual meeting of 
the American Academy of Occupational Medicine will be held 
at the Warwick Hotel, Philadelphia, Feb. 10-11 under the presi- 
dency of Dr. Arthur F. Mangelsdorff, Bound Brook, N. J. The 
morning session will open with a discussion on the diagnostic and 
therapeutic aspects of ultrasonics by Mr. Jay J. Newman, Cam- 
den, N. J., of the Radio Corporation of America. “Electro- 
myography in Industrial Medicine” will be discussed by Dr. 
Francis J. Bonner, Ardmore, Pa., and “Ballistocardiography in 
Industrial Medicine” by Dr. Edward W. Bixby Jr., Philadelphia. 
The afternoon session will open with “Industry and the Senior 
Citizen” by Dr. Edward L. Bortz, Philadelphia, to be followed 
by “Early Diagnosis: The Industrial Physician's Duty and 
Opportunity” by Dr. Joseph T. Beardwood Jr., Philadelphia; 
“Some Aspects of Hypertension in Industry” by Dr. C. Anthony 
D’Alonzo, Wilmington, Del.; and “Employment of Persons 
Under Active Psychiatric Care” by Dr. Bernard Behrend, Phila- 
delphia. Cocktails and dinner, 6:30 p. m., will precede an address 
by Dr. Adolph G. Kammer, Pittsburgh. The following program 
will be presented Friday morning: 

Lead Absorption Experiences in the Manufacture of Storage Batteries, 
Gilbert B. Meyers, Philadelphia. 

Mobilization Effects of Versene on Metal Deposits, Heinrich Brieger, 
Philadelphia. 

Small Plant Medical Services, Marvin L. Amdur, Buffalo. 

The Agency Concept of Industrial Medical Practice, Irving R. Taber- 
shaw, New York. 

Distribution of Weight in Feet, Dudley J. Morton, New York. 

Modern Medical Care for the Reduction of Absenteeism in Industry. 
A Challenge to Free Enterprise, Joseph A. Langbord, Mr. Max R. 
Weiner, and Mr. Charles Weinstein, Philadelphia. 

Friday afternoon will be devoted to a demonstration of pre- 
paid ambulatory medical care at the Sidney Hillman Medical 
Center, 2116 Chestnut St. 
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Teachers of Clinical Radiology Meet in Chicago.—The 22nd 
annual Conference of Teachers of Clinical Radiology will con- 
vene in the Grand Ballroom, Drake Hotel, Chicago, Feb. 12, 
under the auspices of the commission on education, American 
College of Radiology. The morning session on the teaching of 
radiology to medical school undergraduates, moderated by Dr 
Philip J. Hodes, Philadelphia, will open with the committee 
report on the questionnaire in relation to teaching of radiology 
to medical students, presented by Dr. Isadore Meschan, pro- 
fessor of radiology, University of Arkansas School of Medicine, 
Little Rock. The administration viewpoint will then be presented 
by Dr. Edward L. Turner, Secretary, American Medical Associ- 
ation Council on Medical Education and Hospitals, Chicago: 
the teaching radiologist's viewpoint by Dr. Leo G. Rigler, pro- 
fessor of radiology, University of Minnesota Medical School, 
Minneapolis; and the practicing radiologist’s viewpoint by a 
speaker to be announced. After “Some Individualized Tech- 
niques” by Dr. Benjamin Felson, professor of radiology, Univer- 
sity of Cincinnati School of Medicine, Cincinnati, luncheon 
($3.75 per plate) will be served in the Gold Coast room, where 
an address will be delivered by Dr. Howard P. Doub, Detroit, 
president, American College of Radiology. Dr. Laurence L. 
Robbins, Boston, will serve as moderator for the afternoon 
session (Rotation of Other Specialists’ Residents Through Radi- 
ology—Pro and Con). “Some Teaching Problems” will be con- 
sidered by Dr. Leonard D. Fennineer, assistant professor of 
medicine and assistant dean, University of Rochester School of 
Medicine, Rochester, N. Y., after which “The Pro Side” will 
be presented by Dr. George H. S. Ramsey, professor of radi- 
ology, University of Rochester School of Medicine, Rochester, 
N. Y., and “The Con Side” by Dr. Earl R. Miller, professor 
of radiology, University of California School of Medicine, San 
Francisco. 

The conference will be preceded by various meetings of the 
college, including the councilors’ meeting and dinner, Feb. 10, 
which will have as feature speaker Dr. Elmer Hess, Erie, Pa., 
President-Elect of the American Medical Association. 


Meetings of Hospital Associations.—The 34th annual convention 
of the American Protestant Hospital Association will convene 
at the Palmer House, Chicago, Feb. 9-11. Member organizations 
include the National Association of Methodist Hospitals and 
Homes; Commission on Benevolent Institutions, E & R Church; 
Salvation Army; Episcopal Hospital Assembly; Lutheran 
Hospital Association; Southwide Baptist Hospital Association; 
American Baptist Association; Association of Mennonite Hos- 
pitals and Homes; and Presbyterian Hospital Chaplains and 
Administrators. The Association of Protestant Hospital Chap- 
lains will meet on Thursday afternoon and Friday morning and 
will join with the American Protestant Hospital Association on 
Friday afternoon. The theme of the convention is “Extending 
the Healing Service of Christ.” The Hon. Charles P. Taft, 
Cincinnati, will address the joint banquet Thursday, 7 p. m., 
his subject being “Welfare and Our Economic System.” Physi- 
cians participating in the program of the American Protestant 
Hospital Association include Drs. Frank R. Bradley, St. Louis; 
Albert C. "Kerlikowske, Ann Arbor, Mich.; and Malcolm T. 
MacEachern, Chicago. The Rev. Ray Anderson, D.D., pastor, 
Fourth Presbyterian Church, Chicago, will present “The Guiding 
Principle of Ambrose Paré” Friday morning. 

Dr. Karl S. Klicka, Chicago, will serve as moderator for the 
round-table discussion, “Relationships Between Presbyterian 
Hospitals and Chaplains,” which will open the meeting of the 
Presbyterian Hospital Administrators and Chaplains Thursday 
morning. Dr. Edwin L. Crosby, executive director, American 
Hospital Association, will be the luncheon speaker on Wednes- 
day for the denominational program of the Salvation Army. 
Dr. Charles W. Mayo, Rochester, Minn., who will address the 
guest luncheon of the Board of Hospitals and Homes Wednesday, 
12:30 p. m., will have as his subject “Problems Facing Denomi- 
national Hospitals and Homes.” Wednesday afternoon Dr. 
Frank R. Bradley, president, American Hospital Association, 
will discuss “News Media and Methods Used in Educating the 
Public on Hospital Costs” before the convention of Methodist 
Hospitals and Homes, and the banquet address will be delivered 
at 6:30 p. m. by Dr. Theodore G. Klumpp, president, Winthrop- 
Stearns, Inc., New York. , 





520 MEDICAL NEWS 


FOREIGN 


Urologists Meet in Athens.—The 10th congress of the Inter- 
national Society of Urology will convene in Athens, Greece, 
April 10-18. The subjects for discussion include treatment of 
cancer of the prostate, renal angiography, and postoperative 
treatment of urinary lithiasis. The week end, April 16-18, has 
been reserved for cruises and excursions. 


Japan Medical Congress.—The 14th Japan Medical Congress 
will be held under the auspices of the Japan Medical Association 
April 1-5 in Kyoto. This is a quadrennial congress under the 
presidency of Dr. Shiu-ichi Matsumoto. Special lectures will be 
given on neurology, hematology, heart surgery, cancer, allergy, 
rickettsial diseases, and antibiotics. There will be a symposium 
on the nutritional state of the Japanese. A world exhibition in 
medical sciences is planned as a feature of the congress. 


Sports Medicine.—The ninth national congress of the Italian 
Sport Medicine Federation will be held in Perugia, Italy, May 
28-30. There wiil be two main reports: “The Training Changes 
of the Arterial Pressure” by Prof. M. Mitolo and “The Sport 
Vertebral Injuries” by Prof. P. Stefanini. Registrations must be 
sent not later than May 1 to the organizing committee at the 
following address: Comitato Organizzatore del IX° Congresso 
della F. M. S. L., Via Brugnoli, 2, Perugia, Italy. 


Health Congress at Bournemouth.—The Royal Sanitary Institute 
will present the annual health congress at Bournemouth, April 
26-29. Among the topics to be discussed are the effect on the 
mother and child of modern ways of living, the contribution of 
processing techniques to the nutritional value of food, child 
health in the tropics, organization of rural health services in 
tropical countries, widening horizons of preventive medicine, 
mental hygiene of the young child, and visual methods in health 
education. A symposium on noise at work is scheduled for 
Thursday morning. 


CORRECTION 

Hematological Alterations After Total Gastrectomy.—In the 
paper by Paulson and Harvey by the foregoing title in THE 
JouRNAL, Dec. 25, 1954, in table 2, on page 1558, the unit mg. 
(milligrams) for vitamin B,. should have been mcg. (micrograms). 





MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 


1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2, 

1956 Annual Meeting, Chicago, June 11-15. 

1956 Clinical Meeting, Seattle, Nov. 27-30. 

1957 Annual Meeting, New York, June 3-7, 


ANNUAL CONGRESS ON MEDICAL EDUCATION AND LICENSURE, Palmer House, 
Chicago, Feb. 5-8. Dr. Edward L. Turner, 535 N. Dearborn St., Chicago 
10, Secretary. 


NATIONAL CONFERENCE ON RuRAL HEALTH, Schroeder Hotel, Milwaukee, 


Wis., Feb. 24-26. Mrs. Arline Hibbard, 535 N. Dearborn St., Chicago 10, 
Secretary. 


AERO MEDICAL ASSOCIATION, Hotel Statler, Washington, D. C., March 
20-23. Dr. Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, Secretary. 


AIRLINE MEDICAL EXAMINERS ASSOCIATION, Hotel Statler, Washington, D. C., 
Mar. 19-20. Dr. Seymour Fiske, 150 East 71st St., New York 21, Sec- 
retary. 


AMERICAN ACADEMY OF ALLERGY, Hotel Statler, New York, Feb. 7-9. Dr. 
Francis C. Lowell, 65 East Newton St., Boston, Secretary. 


AMERICAN ACADEMY OF FoRENSIC ScIENCES, Biltmore Hotel, Los Angeles, 
Feb. 17-19. Dr. W. J. R. Camp, 1853 West Polk Street, Chicago, Secretary. 


J.A.M.A., Feb, 5, 1955 


AMERICAN ACADEMY OF GENERAL Practice, Los Angeles, March 28-3}, 
Mr. Mac F. Cahal, 406 West 34th St., Kansas City, Mo., Executive 
Secretary. 


AMERICAN ACADEMY OF OCCUPATIONAL MEDICINE, Hotel Warwick, Phila. 
delphia, Feb. 10-11. Dr. Leonard J. Goldwater, 600 West 168th St., New 
York 32, Secretary. 


AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION, Hollywood Beach 
Hotel, Hollywood, Fla., Mar. 15-16. Dr. F. Johnson Putney, 1719 
Rittenhouse Square, Philadelphia 3, Secretary. 


AMERICAN COLLEGE OF RADIOLOGY, Drake Hotel, Chicago, Feb. 11-12. Mr. 
William C. Stronach, 20 N. Wacker Drive, Chicago 6, Executive Secretary, 


AMERICAN LARYNGOLOGICAL ASSOCIATION, Hollywood Beach Hotel, Holly- 


wood, Fla., Mar. 13-14. Dr. Harry P. Schenck, 326 South 19th St., 
Philadelphia 3, Secretary. 


AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL Society, Holly- 
wood Beach Hotel, Hollywood, Fla., Mar. 15-17. Dr. C. Stewart Nash, 
277 Alexander St., Rochester 7, N. Y., Secretary. 

AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, Hotel Sherman, Chicago, Feb, 
28-Mar. 2. Dr. Jessie E. Crampton, 1790 Broadway, New York 19, Secre- 
tary. 


AMERICAN OTOLOGICAL SoctETy, Hollywood Beach Hotel, Hollywood, Fla., 
Mar. 17-18. Dr. John R. Lindsay, 950 East 59th St., Chicago 37, Secretary. 


ATLANTA GRADUATE MEDICAL ASSEMBLY, Atlanta Biltmore Hotel, Atlanta, 


Ga., Feb. 21-24. Mrs. Stewart R. Roberts, 15 Peachtree Place, N.W., - 


Atlanta, Ga., Executive Secretary. 


CENTRAL SURGICAL ASSOCIATION, Drake Hotel, Chicago, Feb. 17-19. Dr, 
Robert M. Zollinger, University Hospital, Columbus 10, Ohio, Secretary. 


CuicaGo MEDICAL SOCIETY ANNUAL CLINICAL CONFERENCE, Palmer House, 
Chicago, Mar. 1-4. Dr. Norris J. Heckel, 86 East Randolph St., Chicago 
1, Secretary. 


CONFERENCE ON MICROCIRCULATORY PHYSIOLOGY AND PATHOLOGY, Benjamin 
Franklin Hotel, Philadelphia, April 5. Dr. George P. Fulton, Boston 
University College of Liberal Arts, 725 Commonwealth Ave., Boston 15, 
Chairman. 


CONFERENCE ON SILICOSIS AND OCCUPATIONAL CHEST DISEASES, Town Hall, 
Saranac Lake, N. Y., Feb. 7-9. Dr. Norman R. Sturgis Jr., P. O. Box 551, 
Saranac Lake, N. Y., Secretary. 

CONFERENCE OF TEACHERS OF CLINICAL RADIOLOGY, Drake Hotel, Chicago, 
Feb. 12. Dr. Laurence L. Robbins, 20 North Wacker Drive, Chicago, 
Chairman. 

DALLAS SOUTHERN CLINICAL Society, Dallas, Mar. 4-7. ' Dr. T. Haynes Har- 
vill, 433 Medical Arts Bldg., Dallas 1, Texas, Secretary. 

INTERNATIONAL ACADEMY OF PROCTOLOGY, Plaza Hotel, New York, March 
23-26. Dr. Alfred J. Cantor, 43-55 Kissena Blvd., Flushing, N. Y., 
Secretary. 

MICHIGAN CLINICAL INSTITUTE, Sheraton-Cadillac Hotel, Detroit, Mar. 9-11. 
Mr. W. J. Burns, 606 Townsend St., Lansing 15, Mich., Executive Director. 

Mip-SouTH Post GRADUATE MEDICAL ASSEMBLY, Hotel Peabody, Memphis, 
Tenn., Feb. 8-11. Dr. Thurman Crawford, 869 Madison Ave., Memphis, 
Tenn., Secretary. 

Missouri STATE MEDICAL ASSOCIATION, Kansas City, March 27-30. Dr. E. 
R. Bohrer, 634 N. Grand Blvd., St. Louis 3, Secretary. 

NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS, New York, March 
16-18, Dr. Franklin M. Foote, 1790 Broadway, New York 19, Executive 
Director. 

NEUROSURGICAL SOCIETY OF AMERICA, Del Monte Lodge, Pebble Beach, 
Calif., Mar. 16-19. Dr. Lester A. Mount, 700 West 168th St., New York 
32, Secretary. 

New OrLEANS GRADUATE MEDICAL ASSEMBLY, Municipal Auditorium, New 
Orleans, Mar. 7-10. Dr. Maurice E. St. Martin, Room 103, 1430 Tulane 
Ave., New Orleans 12, Secretary. 

Post GRADUATE INSTITUTE OF THE PHILADELPHIA COUNTY MEDICAL SOCIETY, 
Bellevue-Stratford Hotel, Philadelphia, March 29-April 1. Dr. Leandro M. 
Tocantino, 301 South 21st St., Philadelphia 3, Director. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 


Kansas, Wichita, March 18. Dr. Walter L. Schafer, 401 North Emporia 
St., Wichita 2, General Chairman. 

NEBRASKA, Omaha, Feb. 26. Dr. J. D. McCarthy, 107 S. 17th St., Omaha, 
Governor. 

SOUTHERN CALIFORNIA, San Diego, Feb. 12-13. Mr. E. R. Loveland, 4200 
Pine St., Philadelphia 4, Executive Secretary. 

VirGcinia, Richmond, Feb. 24. Dr. Charles M. Caravati, 807 W. Franklin 
St., Richmond 20, Governor. 

SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 

On10, Cleveland, Cleveland and Hollenden Hotels, Feb. 21-24. Dr. Stanley 

O. Hoerr, 2020 East 93d St., Cleveland, Chairman. 


RHopE IsLanD, Providence, Sheraton-Biltmore Hotel, Mar. 3-5. Dr. Henri 
E, Gauthier, 34 Hamlet Ave., Woonsocket, Chairman. 


Society OF UNIVEeRsITy SurGEoNs, Hotel Shamrock, Houston, Texas, Feb. 
9-12. Dr. C. Rollins Hanlon, 1325 S. Grand Blvd., St. Louis, Secretary. 
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SouTH ATLANTIC ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, 
Williamsburg, Va., Feb. 10-12. Dr. C. H. Mauzy, Bowman Gray School of 
Medicine, Winston-Salem, N. C., Secretary. 

SOUTHEASTERN ALLERGY ASSOCIATION, Orange Court Hotel, Orlando, Fla., 
March 25-26. Dr. Katharine B. MacInnis, 1515 Bull St., Columbia 1, S. C., 
Secretary. 

SOUTHEASTERN SURGICAL CONGRESS, Atlanta Biltmore Hotel, Atlanta, Ga., 
Feb. 21-24. Dr. Benjamin T. Beasley, 701 Hurt Bidg., Atlanta, Ga., 
Secretary. 

SOUTHERN NEuROsURGICAL Society, Dinkler-Tutwiler Hotel, Birmingham, 
Ala., Feb. 18-19. Dr. William F. Meacham, Vanderbilt University Hos- 
pital, Nashville, Tenn., Secretary. 

Tr1-STATE MEDICAL ASSOCIATION, Hotel Chamberlain, Old Point Comfort, 
Va., Feb. 21-22. Dr. R. B. Davis, 122 South Greene St., Greensboro, N. C., 
Secretary. 

FOREIGN AND INTERNATIONAL 

AUSTRALASIAN MEDICAL Conaress, Sydney, N.S.W., Australia, Aug. 20-27. 
For information write: Federal Council of the B.M.A. in Australia, 135 
Macquaire St., Sydney, N.S.W., Australia. 

British MEDICAL ASSOCIATION, Representative Meeting, London, England, 
June 1-4. Dr. A. Macrae, B.M.A. House, Tavistock Square, London, 
W.C.1, England, Secretary. 

CANADIAN AND BRITISH MEDICAL AssOCIATIONS, Joint Meeting, Toronto, 
Canada, June 20-22. Dr. Arthur D. Kelly, 244 St. George St., Toronto, 
Canada, General Secretary. 

COMMONWEALTH HEALTH AND TUBERCULOSIS CONFERENCE, Royal Festival 
Hall, London, England, June 21-25. Mr. J. H. Harley Williams, Tavistock 
House North, Tavistock Square, London, W.C.1, England, Secretary 
General. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF APPLIED PsycHOLoGy, Lon- 
don, England, July 18-23. Dr. C. B. Frisby, National Institute of Indus- 
trial Psychology, 14 Welbeck St., London, W.1, England, President. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF PSYCHOTECHNOLOGY, London, 
England, July 18-23. For information write: Dr. C. B. Frisby, Director, 
National Institute of Industrial Psychology, 14 Welbeck St., London, 
W.1, England. 

CONGRESS OF THE INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE 
Broncu1, Stockholm, Sweden, June 18-19. For information write: Dr. 
J. M. Lemoine, 187 boulevard St. Germain, Paris 7°, France. 

CONGRESS OF INTERNATIONAL DIABETES FEDERATION, Cambridge, England, 
July 4-8. Mr. James G. L. Jackson, 152 Harley St., London, W.1, England, 
Executive Secretary General. 

CONGRESS OF INTERNATIONAL SOCIETY OF SURGERY, Copenhagen, Denmark, 
July 23-29. Dr. L. Dejardin, 141 rue Belliard, Brussels, Belgium, General 
Secretary. 

EuROPEAN CONGRESS ON RHEUMATISM, Scheveningen, The Hague, Nether- 
lands, June 13-17. Dr. H. van Swaay, Pieter Bothstraat 12, The Hague, 
Netherlands, Secretary. . 

HEALTH CONGRESS OF THE ROYAL SANITARY INSTITUTE, Bournemouth, 
England, April 26-29. Mr. P. Arthur Wells, Royal Sanitary Institute, 90 
Buckingham Palace Road, London, S.W.1, England, Secretary. 

HISsPANO-PORTUGUESE CONGRESS OF OBSTETRICS AND GYNECOLOGY, Seville, 
Spain, April 13-16. Dr. M. Recasens, Calle Munoz Olive 7, Seville, Spain, 
General Secretary. 

INTER-AMERICAN CONGRESS OF RADIOLOGY, Shoreham Hotel, Washington, 
D. C., U. S. A., April 24-29. Dr. Eugene P. Pendergrass, 3400 Spruce St., 
Philadelphia 4, Pa., U. S. A., Secretary-General. 

INTERNATIONAL ANATOMICAL CONGRESS, Paris, France, July 25-30. Prof. Gas- 
ton Cordier, 45, rue des Saints-Péres, Paris 6°, France, Secretary-General. 

INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A., 
Nov. 6-12. Dr. Bernard N. Halpern, 197 boulevard St. Germain, Paris 7°, 
France, Secretary General. 

INTERNATIONAL CONGRESS OF ANGIOLOGY AND HISTOPATHOLOGY, Fribourg, 
Switzerland, Sept. 2—. For information write: Dr. Gerson, 4 rue Pasquier, 
Paris 8°, France. 

INTERNATIONAL CONGRESS OF BIOCHEMISTRY, Brussels, Belgium, Aug. 1-6, 
Prof. C. Liebecq, 17 Place Delcour, Liége, Belgium, Secretary-General. 
INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Lausanne, Switzer- 
land, May 26-31. Professor Hauduroy, 19 rue Cesar Roux, Lausanne, 

Switzerland, Secretary-General. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, London, England, Sept. 11-18. 
For information write: Dr. Carroll, 28 Weymouth St., London, W.1, 
England. 

INTERNATIONAL CONGRESS OF EUROPEAN SOCIETY OF HAEMATOLOGY, Freiburg 
i,Br., Germany, Sept. 20-24. Prof. Dr. L. Heilmeyer, Hugstetter Strasse, 
55, Freiburg i,Br., Germany, Chairman. 

INTERNATIONAL CONGRESS OF LIBRARIANSHIP AND DOCUMENTATION, Brussels, 
Belgium, Sept. 11-18. For information write: Dr. A. C. Breycha-Vauthier, 
Librarian, United Nations, Geneva, Switzerland. 

INTERNATIONAL CONGRESS OF NEUROPATHOLOGY, London, England, Sept. 12- 
17. Dr. W. H. McMenemey, Maida Vale Hospital for Nervous Diseases, 
London, W.9, England, Secretary. 

INTERNATIONAL CONGRESS OF PLASTIC SURGERY, Stockholm, Sweden, Aug. 
1-4, and Uppsala, Sweden, Aug. 5. Dr. Tord Skoog, Uppsala, Sweden, 
General Secretary. 
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INTERNATIONAL CONGRESS ON Ustnary LitHsts, Evian, France, Sept. 24. 
Mr. Rossollin-Grandville, Direction Cachet, Evian (Hte-Savoie), France, 
Secretary General. 

INTERNATIONAL CONGRESS OF UroLocy, Athens, Greece, April 10-18. Dr, 
Z. Kaires, 25, rue Voukourestion, Athens, Greece, Secretary General. 

INTERNATIONAL Hospital CONGRESS, Lucerne, Switzerland, May 30June 3, 
Capt. J. E. Stone, International Hospital Federation, 10 Old Jewry, Lon- 
don, E.C.2, England, Hon. Secretary. 

INTERNATIONAL MEDICAL ConGress, Verona, Italy, Sept. 1-4. For information 
write: % Offices of the International Verona Fair, Piazza Bra., Verona, 
Italy. 

INTERNATIONAL SuRGICAL Conoress, Geneva, Switzerland, May 23-26. Dr. 
Max Thorek, 1516 Lake Shore Drive, Chicago, Illinois, U. S. A., Secretary- 
General. 

INTERNATIONAL SYMPOSIUM ON CARDIOVASCULAR SurGcery, Henry Ford 
Hospital, Detroit, Michigan, U. S. A., March 17-19. Dr. Conrad R. Lam, 
2799 West Grand Boulevard, Detroit 2, Michigan, U. S. A., Chairman of 
Program Committee. 

INTERNATIONAL SYNDICATE OF GYNECOLOGISTS AND ORSTETRICIANS, Meeting 
Hall of Medical Societies, Paris, France, June 27-28. Dr. Jacques Cour- 
tois, 1, rue Racine, Saint-Germain-en-Laye (S & O), France, Secretary- 
General. 

INTERNATIONAL UNION OF GYNECOLOGISTS AND OBSTETRICIANS, Paris, France, 
June 27-28. For information write: Dr. J. Courtois, 1, rue Racine, 
Saint-Germain-en-Laye, France. 

JaPaAN MeEpDiIcAL CONGRESS, Kyoto University and Kyoto Prefectural 
Medical College, Kyoto, Japan, April 1-5. Dr. Mitsuharu Goto, University 
Hospital, Medical Faculty of Kyoto University, Kyoto, Japan, Secretary- 
General. 

LaTIN AMERICAN CONGRESS OF Puysicat Mepicine, Lima, Peru, S. A., Feb. 
14-19. Dr. Cassius Lopez de Victoria, 176 East 71st St., New York 21, 
N. Y., U.S.A., Executive Director. 

LATIN AMERICAN ELECTROENCEPHALOGRAPHICAL CONGRESS, Montevideo, Uru« 
guay, S. A., March 21-24. For information write: Dr. R. Arana-Iniquez, 
Convencion 1287, Montevideo, Uruguay, S. A. 

LaTIN AMERICAN NEUROSURGICAL CONGRESS, Montevideo, Uruguay, S.A., 
March 21-24, For information write: Dr. R. Arana-Iniquez, Convencion 
1287, Montevideo, Uruguay, S. A. 

Mipp_e East MEDICAL ASSEMBLY, Campus of American University of 
Beirut, Beirut, Lebanon, April 22-24. Dr. John L. Wilson, American Uni- 
versity of Beirut, Beirut, Lebanon, Chairman. 

NEURORADIOLOGIC SYMPOSIUM, London, England, Sept. 13-17. Dr. R. D. 
Hoare, National Hospital, Queen Square, London, W.C.1, Engiand, 
Secretary. 

PAN-AMERICAN ACADEMY OF GENERAL Practice, Lima, Peru, S. A., Feb. 
11-25. Dr. Arturo Martinez, 54 East 72nd St., New York 21, N. Y.,, 
U. S. A., Secretary. 

VENEZUELAN CONGRESS OF MEDICAL SCIENCES, Caracas, Venezuela, S. A., 
Nov. 18-26. Dr. A. L. Briceno Rossi, Apartado 4412, Ofic. del Este, 
Caracas, Venezuela, S. A., Secretary General. 

Wor._p CONGRESS OF ANESTHESIOLOGISTS, Scheveningen, Netherlands, Sept. 
5-10. For information write: Mr. W. A. Fentener van Vlissingen, Noord- 
Houdringelaan, 24, Bilthoven, Netherlands. 

Woritp Mepicat AssociaTIOn, Vienna, Austria, Sept. 20-26. Dr. Louis H. 
Bauer, 345 East 46th St., New York 17, N. Y., U. S. A., Secretary- 
General. 





EXAMINATIONS 
AND LICENSURE 








BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Examination. Montgomery, June 21-23. Sec., Dr. D. G. Gill, 
537 Dexter Ave., Montgomery 4. 

ArIZONA:* Examination and Reciprocity. Phoenix, April 13-15. Ex. Sec., 
Mr. Robert Carpenter, 401 Security Bldg., Phoenix. 

ARKANSAS:* Examination, Little Rock, June 9-10. Sec., Dr. Joe Verser, 
Harrisburg. 

CALIFORNIA: Written. Los Angeles, Feb. 28-March 3; San Francisco, June 
20-23; Los Angeles, Aug. 22-25; and Sacramento, Oct. 17-20. Oral and 
Clinical Examinations for Foreign Medical School Graduates. Los Angeles, 
Feb. 27; San Francisco, June 19; Los Angeles, Aug. 21; and San Fran- 
cisco, Nov. 13. Oral Examination for Reciprocity Applications. Los 
Angeles, Feb. 26; San Francisco, June 18; Los Angele’, Aug. 20; and San 
Francisco, Nov. 12. Sec., Dr. Louis E. Jones, Room 536, 1020 N Street, 
Sacramento. 

CoLoraDo:* Examination. Denver, June 14-15. Exec. Sec., Mrs. Beulah H., 
Hudgens, 831 Republic Bldg., Denver 2. 

CONNECTICUT:* Examination. Hartford, Mar. 8-9. Sec. to the Board, Dr. 
Creighton Barker, 160 St. Ronan St., New Haven. Homeopathic. Examina- 
tion and Reciprocity. Derby, March 8-9, Sec., Dr. Donald A, Davis, 38 
Elizabeth St., Derby. 
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Fioripa:* Examination. Jacksonville, June 26-28. Sec., Dr. Homer L. 
Pearson, 901 N.W. 17th St., Miami. 

Georcia: Examination and Reciprocity. Atlanta and Augusta, June. Sec., 
Mr. R. C. Coleman, 111 State Capitol, Atlanta 3. 

INDIANA: Examination. Indianapolis, June 21-23. Exec. Sec., Miss Ruth V. 
Kirk, 538 K. of P. Building, Indianapolis. 

Marine: Examination and Reciprocity. Portland, Mar. 8-9. Sec., Dr. Adam 
P. Leighton, 192 State St., Portland. 

MICHIGAN:* Examination. Ann Arbor and Detroit, June 15-17 (tentative). 
Sec., Dr. J. Earl McIntyre, 118 Stevens T. Mason Bldg., Lansing 8. 

Missour!: Examination. Jefferson City, Feb. 17-18. Exec. Sec., Mr. John 
A. Hailey, State Capitol Bldg., Box 4, Jefferson City. 

NEBRASKA:* Examination. Omaha, June. Director, Bureau of Examining 
Boards, Mr. Husted K. Watson, State Capitol Bldg., Room 1009, Lincoln 9, 

New HAMPSHIRE: Examination and Reciprocity. Concord, Mar. 9. Sec., Dr. 
John S, Wheeler, 107 State House, Concord. 

New Mexico:* Examination and Reciprocity. Santa Fe, Apr. 11-12. Sec., 
Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 

New York: Examination. New York City, Albany, Buffalo, and Syracuse, 
Feb. 15-18. Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., Albany 7. 

Out10: Reciprocity. Columbus, April 5. Written. Columbus, June 13-15. 
Sec., Dr. H. M. Platter, 21 W. Broad St., Columbus 15. 

OKLAHOMA:* Examination. Oklahoma City, June 7-8. Sec., Dr. C. Gal- 
lagher, 813 Braniff Bldg., Oklahoma City. 

PENNSYLVANIA: Examination. Philadelphia, January. Acting Sec., Mrs. 
Marguerite B. Steiner, Box 911, Harrisburg. 

Texas: Examination and Reciprocity. Fort Worth, June 19-21. Sec., Dr. 
M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 

Utan: Reciprocity. Salt Lake City, Feb. 15. Examination. Salt Lake City, 
July. Director, Mr. Frank E. Lees, 324 State Capitol Bldg., Salt Lake City. 

Wyominc: Examination and Reciprocity. Cheyenne, Feb. 7. Sec., Dr. 
Franklin D. Yoder, State Office Bidg., Cheyenne. 

ALASKA:* On application. Sec., Dr. W. M. Whitehead, 172 South Franklin 
St., Juneau. 

Guam: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Sec., Dr. Benedict Cooper, Agana. 
VirGIN IsLaNDs: Examination and Reciprocity. St. Thomas, June 8-9. Sec., 

Dr. Earle M. Rice, St. Thomas. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


ARKANSAS: Examination. Little Rock, May 3-4. Sec., Mr. S. C. Dellinger, 
Zoology Dept., University of Arkansas, Fayetteville. 

CoLorapo: Examination and Reciprocity. Lincoln and Denver, Mar. 2-3. 
Sec., Dr. Esther B. Starks, 1459 Ogden St., Denver. 

CONNECTICUT: Examination. New Haven, Feb. 12. Address: State Board of 
Healing Arts, 258 Bradley St., New Haven 10. 

Fiormwa: Examination. Miami and Gainesville, May 14. Sec., Mr. M. W. 
Emmel, Box 340, University of Florida, Gainesville. 

MICHIGAN: Examination and Reciprocity. Detroit and Ann Arbor. Feb. 
11-12. Sec., Mrs. Anne Baker, 410 W. Michigan Ave., Lansing 15. 

OKLAHOMA: Oklahoma City, April 7-8. Sec., Dr. C. Gallagher, 813 Braniff 
Bidg., Oklahoma City. 

OrEGON: Examination. Portland, March 5, June 4, Sept. 10, and Dec. 3. 
Sec., Mr. Charles D. Byrne, State Board of Higher Education, Eugene. 

RHODE IsLanD: Examination. Providence, Feb. 9. Admin. of Prof. Regula- 
tion, Mr. Thomas B. Casey, 366 State Office Bldg., Providence. 

Texas: Examination and Reciprocity. Austin and other locations, April. 
Sec., Bro. Raphael Wilson, 407 Perry-Brooks Bidg., Austin. 

Wisconsin: Examination. Madison, March 12, and Milwaukee, May 14. 
Sec., Mr. William H. Barger, 621 Ransom St., Ripon. 

Alaska: On application. Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 





*Basic’ Science Certificate required. 





MAGAZINE-TELEVISION REPORT 








The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects,is published each week only for the informa- 
tion of readers of THE JourNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 


Sunday, Feb. 6 
ABC-TV, 9:15 p. m. EST. Ciba’s “Horizons.” 


J.A.M.A., Feb. 5, 1955 


MAGAZINES 


Reader’s Digest, February, 1955 
“Family Doctor: Model 1955,” by Paul de Kruif 


The American Academy of General Practice is helping 
.physicians keep up with the latest medical advances. 


“What Your Blood Can Tell,” by Paul de Kruif 


Condensed from Today’s Health, the article tells how the 
“sed rate” test alerts doctors to hidden disorders. 


“New Wonders of Conception,” by Dr. Herbert Thoms with 
Bruce Bliven Jr. 


Detailed story on the workings of human reproduction. 


Collier’s, Feb. 18, 1955 


“What to Do About That Morning Misery,” by Mary Har- 

rington Feldman 
The author reports on what otolaryngologists are doing to 
help sufferers of postnasal drip, concluding that “for more 
than 60% of the sufferers there can be complete relief. 
For another 25%, there is greater comfort.” In discussing 
specific treatment, the author says: “Combinations of drugs 
. . . the vasoconstrictors, which decrease congestion of the 
blood vessels, hydro-cortisone, antibiotics and antihista- 
mines . . . now are used to ease the annoying drip symp- 
toms.” 


Coronet, February, 1955 
“Can New Drugs Keep You Young?” by Anne Fromer 


Dr. William H. Masters, Associate Professor of Obstetrics 
and Gynecology at the Washington University School of 
Medicine, St. Louis, reports impressive rejuvenation effects 
on aged women given injections of one part estrogen to 20 
parts androgen twice weekly. He cautions: “I must empha- 
size most strongly that hormone replacement is in no sense 
a cure-all; all patients do not respond equally; it does not 
control disease, and the results obtained would not have 
been possible if such vital concerns as adequate diet and 
satisfactory rest and relaxation were not given attention.” 


“Fifty Non-Fattening Foods,” by Madelyn Wood 
“Foods using saccharin and Sucaryl are accepted by the 
Council on Foods and Nutrition of the American Medical 
Association. So, armed with medical approval and reports 
of soaring sales in supermarkets, the low-calorie food 
makers are convinced that their booming enterprise is no 
mere fad.” 


McCall’s, February, 1955 
“Children Who Came Alive,” by Marguerite Clark 


A nutrition program started eight years ago in Birmingham, 
Ala., by Dr. Tom Spies has shown that nonfat dry-milk 
solids have an important part in child feeding. 


“I Was Dead for 50 Minutes,” by A. A. Hoehling 
A detailed and dramatically written description of a com- 
plicated heart operation during which the patient’s heart 
stopped beating for 50 minutes. 


Parade, Jan. 30, 1955 


“Those Bomb Tests—and Your Health,” by Robert P. Gold- 

man 
In discussing the effects of “residual” radiation (known as 
“fall-out”), which is picked up by air currents during atomic 
weapon tests, the author concludes: “The fact is that fall-out 
has not affected the general health of the American people. 
It does not cause epidemics of known diseases, nor does 
it cause new, different or mysterious diseases.” 


Good Housekeeping, February, 1955 
“Report on Migraine,” by Maxine Davis 

The author says there is no cure for migraine, but doctors 
are prescribing ergotamine with caffeine (Cafergot) for relief 
of pain, and Rauwolfia serpentina is being used experimen- 
tally as a relaxant. As a preventive, avoiding strain as 
much as possible makes the headaches become fewer, less 
severe, and of shorter duration. 
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DEATHS 


Thompson, Harold Franklin, Commander, U. S. Navy, retired, 
Stockton, N. J.; born in Wheeling, W. Va., March 16, 1902; 
St. Louis University School of Medicine, 1929; interned at St. 
Vincent’s Hospital in Los Angeles and subsequently completed 
one year’s postgraduate work in pediatrics at the Eppendorfer 
Hospital in Hamburg, Germany; in June, 1942, appointed a 
lieutenant commander in the Medical Corps of the U. S. Naval 
Reserve; later transferred to the regular Navy; promoted to 
commander in July, 1945; served as chief of the neuropsychiatric 
service at the Naval Hospital, Treasure Island, Calif., and at the 
Naval Hospital, Oakland; during his Naval service, also served 
at the Naval Dispensary, Long Beach, Calif., Naval Mobile 
Hospital No. 7, Naval Station, Treasure Island, Calif., and the 
Naval Training Center, San Diego, as well as with the 26th 
Naval Construction Battalion in the Southwest Pacific; retired 
Jan. 1, 1953, for physical disability; died Oct. 20, aged 52, of 
coronary thrombosis. 


Griffith, Charles Marion, Silver Spring, Md.; born in Jasper, 
Tenn., May 22, 1882; University of Tennessee Medical Depart- 
ment, Nashville, 1908; fellow of the American College of Phy- 
sicians and the American College of Surgeons; past president of 
the Association of Military Surgeons of the United States; in 
1935 U. S. delegate to the eighth International Congress on Mili- 
tary Medicine and Pharmacy in Brussels, Belgium; during World 
War I was commissioned a captain in the Medical Corps of the 
U. S. Army and served overseas with the 109th Infantry, 28th 
division; in 1919 joined the Public Health Service; in 1924 was 
transferred to the central office at Washington as chief of the 
general medical and surgical hospitals division; in 1929 was 
appointed executive officer of the medical service, Veterans Ad- 
ministration; in 1930 was promoted to medical director; retired 
Feb. 28, 1952; died in the Veterans Administration Hospital, 
Washington, D. C., Dec. 19, aged 72. 


Halpin, Franklin J. ® Medical Director, U. S. Public Health 
Service, Washington, D. C.; born in Chicago, June 17, 1892; 
Loyola University School of Medicine, Chicago, 1918; specialist 
certified by the American Board of Preventive Medicine; fellow 
of the American Public Health Association; member of the 
Association of Military Surgeons of the United States; s:rved 
with the Public Health Service and Veterans Administration in 
Chicago and San Francis2o; went to Hong Kong for the Ameri- 
can Consulate there and later was assigned for quarantine 
research to the American consulates in Southampton and 
London, England; came to Washington as a member of the 
staff of industrial hygiene and sanitation division of the Public 
Health Service; later became medical director of the Bureau 
of Employees’ Compensation in the Department of Labor; died 
Dec. 6, aged 62, of coronary occlusion. 


Phelan, Walter Francis ® Elizabeth, N. J.; born in Yonkers, 
N. Y., Sept. 21, 1895; Cornell University Medical College, New 
York, 1920; member of the House of Delegates of the American 
Medical Association in 1953; fellow of the International College 
of Surgeons and the American College of Surgeons; member of 
the New Jersey Surgical Society and the Clinical Society of 
Elizabeth General Hospital; past president of the Union County 
Medical Society; for nine years member of the board of edu- 
cation; a Knight of Malta, an honor bestowed on him last year 
by Pope Pius XII; on the courtesy staff of Alexian Brothers and 
Elizabeth General hospitals; member of the board of managers 
of St. Elizabeth Hospital, where he was chief of staff, and where 
he died Dec. 24, aged 59, of coronary thrombosis. 


Scarlett, Hunter Watt, Bryn Mawr, Pa.; born in Erie, Pa., Oct. 
16, 1885; University of Pennsylvania School of medicine, Phila- 
delphia, 1911; specialist certified by the American Board of 
Ophthalmology; member of the American Academy of Ophthal- 
mology and Otolaryngology and the American Ophthalmological 
Society; assistant professor of ophthalmology at the Medico- 





@ Indicates Member of the American Medical Association. 





Chirurgical College, Graduate School of Medicine, University 
of Pennsylvania, Philadelphia; served overseas during World 
War I; associate ophthalmologist at Pennsylvania Hospital in 
Philadelphia; consulting ophthalmologist at Bryn Mawr (Pa.) 
Hospital; died in the Veterans Administration Hospital in 
Philadelphia Dec. 23, aged 69, of myocardial infarction. 


Armstrong, Howard @ Linville, Va.; University of Maryland 
School of Medicine, Baltimore, 1899; died Dec. 13, aged 78. 


Baker, Charles W. @ Torrance, Calif.; Chicago College of 
Medicine and Surgery, 1910; formerly practiced in Maywood, 
Ill.; died Dec. 19, aged 77, of myocardial infarction. 


Bates, Mary Elizabeth @ Denver; Woman's Medical College, 
Chicago, 1881; served on the faculty of her alma mater; estab- 
lished the Mary Elizabeth Bates Foundation for the help and 
protection of animals; died Sept. 18, aged 93, of cancer of the 
urinary bladder. 


Bennett, David Sterndale ® Palmyra, N. Y.; University of 
Toronto Faculty of Medicine, Toronto, Canada, 1926; on the 
staff of the Rochester General Hospital, where he died Dec. 11, 
aged 52, of edema of the brain due to obstruction of the third 
ventricle. 


Bridge, Ozro ® Chicago; University of Cincinnati College of 
Medicine, 1939; member of the Ohio State Medical Association; 
died in Zurich, Switzerland, Jan. 12, aged 45. 


Bruner, Paul Lenoir, Rouseville, Pa.; University of Pittsburgh 
School of Medicine, 1910; past president of the Venango County 
Medical Society; school physician from 1926 to 1933; for many 
years member of the Civil Service Board; served during World 
War I; past president of the Lions Club; past president of the 
staff and chairman of the school of nursing, Oil City Hospital, 
where he died Sept. 17, aged 65, of cardiorenal disease. 


Foley, Frank Patrick ® Dorchester, Wis.; Rush Medical College, 
Chicago, 1900; died Oct. 25, aged 82, of cerebral thrombosis. 


Frost, G. Glenn, East Cleveland, Ohio; Homeopathic Hospital 
College, Cleveland, 1892; died Oct. 23, aged 93. 


Golub, Hymen William @ Chicago; University of Illinois College 
of Medicine, Chicago, 1927; died in the Holy Cross Hospital 
Dec. 24, aged 53, of coronary occlusion and myocardial in- 
farction. 

Guthrie, Francis Clarke © Vero Beach, Fla.; Indiana University 
School of Medicine, Indianapolis, 1920; member of the Indiana 
State Medical Association; died in the Indian River Memorial 
Hospital Oct. 26, aged 60, of hypertensive cardiovascular disease 
and cirrhosis of the liver. 


Harris, Clinton Ephraim ® Grinnell, lowa; Rush Medical Col- 
lege, Chicago, 1902; for many years secretary of the Poweshiek 
County Medical Society; served as city health officer; on the staff 
of St. Francis Hospital; died Dec. 15, aged 79, of arteriosclerotic 
heart disease. 


Hayes, James Cresap @ Eagle Point, Ore.; University of 
Oregon Medical School, Portland, 1904; past president and vice- 
president of the Oregon State Medical Society; on the staffs of 
the Sacred Heart and Community hospitals in Medford; died 
Nov. 24, aged 72, of chronic emphysema and heart disease. 


Johnson, Benjamin Franklin, Fairview, Okla.; University of 
Nashville (Tenn.) Medical Department, 1898; served as county 
health officer and coroner; formerly mayor; member of the 
Selective Service Board during World Wars I and II; died 
Nov. 28, aged 81, of cerebral hemorrhage. 

King, Jonas Earle ® Canton, Ohio; University of Pennsylvania 
School of Medicine, Philadelphia, 1917; served overseas during 
World War I; formerly health commissioner of Girard; on the 
staffs of the Aultman and Mercy hospitals; died Dec. 9, aged 64, 
of heart disease. 
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Landis, Clyde R. ® Chicago; the General Medical College, 
Chicago, 1923; died Dec. 23, aged 60, of carcinoma of the 
larynx. 


Lemmon, Henson Bowling, Houston, Texas; University of 
Kansas School of Medicine, Kansas City, Kan., 1907; died 
Dec. 2, aged 72, of coronary thrombosis and hypertension. 


Levan, George Kistler ® Reading, Pa.; Western Pennsylvania 
Medical College, Pittsburgh, 1907; also a graduate in pharmacy; 
served during World War I; for many years on the staff of St. 
Joseph’s Hospital; died Dec. 10, aged 77. 


Levy, Isaac Harris, New York City; Columbia University 
College of Physicians and Surgeons, New York, 1901; consult- 
ing urologist at Lenox Hill Hospital, where he died Dec. 16, 
aged 76. 


Lockley, Benjamin Jay, Cincinnati; Meharry Medical College, 
Nashville, Tenn., 1921; died in the Dunham Hospital Nov. 28, 
aged 60, of pulmonary tuberculosis. 


Macdonald, Edward Joseph, Chicago; Chicago College of 
Medicine and Surgery, 1914; served during World War I; died 
in the Resurrection Hospital Dec. 26, aged 67, of peritonitis, 
perforation of the descending colon, and cancer of the rectum. 


Mann, Lewis Litchfield, Augusta, Maine; Baltimore University 
School of Medicine, 1897; served overseas during World War I; 
formerly city health officer and county medical examiner; for 
many years on the staff of the Augusta General Hospital; died 
in the Veterans Administration Center in Togus Nov. 24, aged 
85, of hypertensive arteriosclerotic heart disease. 


Marable, James Edward © Newport News, Va.; University of 
Virginia Department of Medicine, Charlottesville, 1918; served 
during World War II; on the medical staff of the Newport News 
Shipbuilding and Dry Dock Company; on the staffs of the River- 
side and Dixie hospitals and the Mary Immaculate Hospital, 
where he died Nov. 27, aged 60, of myocardial infarction and 
arteriosclerosis. 


Michelson, Albert @ Patchogue, N. Y.; Johann Wolfgang 
Goethe-Universitat Medizinische Fakultaét, Frankfurt-am-Main, 
Prussia, Germany, 1919; on the staff of the John T. Mather 
Memorial Hospital, where he died Dec. 12, aged 62, of car- 
cinoma of the pancreas with metastasis to the liver. 


Milch, Bernard ® New York City; University and Bellevue 
Hospital Medical College, New York, 1930; on the staff of the 
Jewish Memorial Hospital; died Dec. 16, aged 49, of rheumatic 
heart disease. 


Montgomery, Edmund Brewer © Quincy, III.; Jefferson Medical 
College of Philadelphia, 1878; past president and secretary of 
the Adams County Medical Society; fellow of the American 
College of Surgeons; for many years member of the board of 
directors of the Quincy Free Public Library; in 1953 received 
the degree of doctor of science from his alma mater and was 
honored as its oldest living alumnus; on the staff of the Blessing 
Hospital and St. Mary’s Hospital, where he died Dec. 8, aged 96, 
of coronary occlusion. 


Munns, Charles Orville ® Oxford, Ohio; University of Michigan 
Homeopathic Medical School, Ann Arbor, 1884; an honorary 
member of the board of trustees of Fort Hamilton Hospital and 
the Mercy Hospital in Hamilton; died Dec. 10, aged 94, of 
arteriosclerotic heart disease. 

Nelson, Wilford Merriam @ Seattle; Harvard Medical School, 
Boston, 1919; died in the Doctors Hospital Nov. 26, aged 62. 
Obrock, Louis C. ® St. Louis; American Medical College, St. 
Louis, 1901; formerly health commissioner of St. Louis County; 
died Oct. 28, aged 80, of chronic myocarditis. 


Rasco, Isaac ® Amarillo, Texas; Medical Department of Tulane 
University of Louisiana, New Orleans, 1897; past president of 
the Madison County and Potter County Medical societies; first 
city health officer; honorary member of the staff at St. Anthony’s 
Hospital; local surgeon for the Rock Island Railroad Company 
for 15 years and division surgeon for 20 years; died Sept. 16, 
aged 85, of cerebral hemorrhage. 


J.A.M.A., Feb. 5, 1955 


Reens, Richard ® New York City; Universiteit van Amsterdam 
Geneeskunde Faculteit, Netherlands, 1931; died Sept. 11, 
aged 68. 


Ritter, John Joseph © Adams, Mass.; Baltimore Medical College, 
1901; member of the Medical Society of New Jersey; died 
Oct. 27, aged 83, of bronchopneumonia and cardiac decom- 
pensation. 


Smith, Warren George ® Carlsbad, N. Mex.; Cornell University 
Medical College, New York, 1906; on the staffs of the Carlsbad 
Memorial and St. Francis Xavier hospitals; died in Kermit, 
Texas, Dec. 26, aged 71, of injuries received in an automobile 
accident. 


Spitler, Daniel Bruce ® Hoytville, Ohio; Starling-Ohio Medical 
College, Columbus, 1908; formerly vice-president of the North- 
western Ohio Medical Association; on the staff of the Blanchard 
Valley Hospital in Findlay; died Dec. 12, aged 75, of injuries 
received in an automobile accident. 


Stein, Robert Howard ®@ Buffalo; University of Buffalo School 
of Medicine, 1940; associate in surgery at his alma mater; 
certified by the National Board of Medical Examiners; specialist 
certified by the American Board of Surgery; served during World 
War II; affiliated with Buffalo General, St. Francis, and Kenmore 
Mercy hospitals; on the staff of the Roswell Park Memorial 
Institute, where he died Dec. 7, aged 40, of carcinoma of the 
testicle. 


Steinreich, Emil ® New York City; Hessische Ludwigs-Univer- 
sitat Medizinische Fakultaét, Giessen, Hesse, Germany, 1909; for 
many years affiliated with Sydenham Hospital; died Oct. 6, aged 
74, when he was struck by a truck. 


Tilton, Frank Lewis, Nashville, Ind.; Medical College of 
Indiana, Indianapolis, 1902; died Dec. 1, aged 80, of acute 
coronary occlusion. 


Urton, Frayvol Wesley @ St. Petersburg, Fla.; University of 
Louisville (Ky.) School of Medicine, 1921; member of the 
Kentucky State Medical Association; died Dec. 10, aged 60. 


Vaughan, Edward Mitchell ® Middletown, Del.; Jefferson 
Medical College of Philadelphia, 1905; also a graduate in 
pharmacy; member of the medical selective service system of 
the draft during World Wars I and II; past president of the 
board of health of Middletown; died Oct. 4, aged 81, of coronary 
embolism. 

Weill, Andre ® Woodside, N. Y.; Magyar Kirdlyi Erzsébet 


Tudomanyegyetem Orvostudomanyi, Pecs, Hungary, 1939; on 
the staff of the Lincoln Hospital; died Oct. 12, aged 48. 


Weir, George Lafayette, Greenfield, Mo.; Beaumont Hospital 
Medical College, St. Louis, 1893; died in Aurora (Mo.) Hospital 
Nov. 5, aged 85. 


Wertman, Mahlon Andrew, Palmerton, Pa.; Jefferson Medical 
College of Philadelphia, 1902; died in the Palmerton Hospital 
Nov. 21, aged 75, of coronary occlusion. 


West, William Johnson ® State Farm, Va.; Medical College of 
Virginia, Richmond, 1893; at one time on the faculty of his 
alma mater; died Nov. 22, aged 83, of bronchiectasis and 
myocardial disease. 


Williams, Norman Leslie © Tucson, Ariz.; University of 
Nebraska College of Medicine, Omaha, 1943; died Dec. 15, 
aged 37, of chronic myocarditis and cardiac insufficiency. 


Wilson, Carl Groves @ Palo Alto, Calif.; College of Physicians 
and Surgeons of San Francisco, 1902; served on the faculty of 
his alma mater; on the staff of Palo Alto Hospital; died Dec. 1, 
aged 73, of acute myocardial infarction. 


Wood, John Travers, Coeur d’Alene, Idaho; Detroit College of 
Medicine, 1904; at one time mayor; United States representative 
from the first Idaho district; served as president of the board 
of trustees of Northwest Medicine; died Nov. 2, aged 75. 


Wright, Max Singer © Spokane, Wash.; University of Michigan 
Medical School, Ann Arbor, 1927; fellow of the American 
College of Physicians; died Dec. 8, aged 51, of pulmonary 
edema. 
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Congress of Physicians in Salzburg.—At the Congress of Physi- 
cians held in Salzburg, Austria, in September, Prof. F. Sche- 
minsky of Innsbruck was the chairman, and the following 
subjects were discussed. 

Modern Concepts of Disease—Dr. F. Hoff of Frankfurt 
am Main, Germany, stated that those who advocate the 
modern concepts of disease, such as relation-pathology, neuro- 
pathology, or the theory of the adaption syndrome, assert as a 
rule that the classic concepts of disease are antiquated and 
incorrect. Through this attitude they lose sight of the fact that 
all the great concepts of disease in the history of medicine have 
had a nucleus of truth that today is still valid. Humoral 
pathology lives on in the form of modern physiological chemis- 
try; organic pathology is still the basis for the division of 
textbooks; and cellular pathology is indispensable, as is shown 
by the importance of the germ cells for reproduction and 
hereditary diseases and by the function of the leukocytes, 
independent of other tissues and without connection with the 
nervous system. These old concepts are erroneous only insofar 
as they are taken as a complete answer, but the same one- 
sidedness is shown by the modern concepts of disease. Neuro- 
pathologists are wrong in asserting that the nervous system 
always is the first cause of the disease process. If in reality 
one could separate nerves, fluids, and cells, all of them would 
be dead; only together can they produce life and disease. None 
of these systems has unconditional primacy. The principle, 
“same cause=-same effect” proves correct in physics, in which 
cause and effect are measurable accurately and are propor- 
tionate to one another in their size. In the living organism 
such a simple cause and effect relationship does not exist, but 
there is the relationship of stimulus and reaction. Between 
these the changeable capability of the organism to reaction is 
inserted. Consequently, the same causes (stimuli) may have 
different effects (reactions), varied stimuli may elicit the same 
reaction, and small stimuli may elicit great reactions. Life and 
disease can be investigated only by many-sided methods of 
observation and by a synthesis of chemical, physical, biological, 
and psychological methods. 

Hormones in the Treatment of Malignant Tumors.—F. Briicke 
of Vienna said the fact that, after prolonged treatment with 
estogrens, malignant tumors are no longer sensitive to these 
substances cannot be explained by the resistance of cells to 
poison but may b- explained by a failure of differentiation of 
cells through which they are removed from the hormonal 
influence. Removal of the adrenals in patients with carcinoma 
of the prostate cannot simply be considered from the viewpoint 
of antiandrogen therapy. It is possible to prevent hypertrophy 
of the adrenal cortex by the administration of estrogenic sub- 
stances and to a large extent by cortisone. Despite adrenal- 
ectomy there again may occur in the course of the disease an 
increase in the level of androgen in the blood, so that a real 
liberation of the organism from such hormones is practically 
impossible. The use of estogrens is accompanied by a risk of 
the production of mammary carcinoma. In patients with cancer 
of the breast the administration of both androgens and estro- 
gens has proved valuable, but there is the danger that in young 
women the growth of the tumor may be accelerated and, there- 
fore, treatment of this type should not be instituted earlier 
than 5 to 10 years after the menopause. 

Radioactive Isotopes in the Treatment of Malignant Tumors. 
—K. Fellinger of Vienna said that treatment with isotopes, 
the nuclei of which disintegrate and then irradiate, is based 
on the cell-damaging effect that it exerts. This type of therapy 
requires constant clinical control examinations and is therefore 
best carried out by an internist. The success of local therapy 
in malignant ulcers depends to a large degree on the experience 





The items in these letters are contributed by regular correspondents in the 
various foreign countries. 


of the attending physician. Therapy with radioactive iodine 
of carcinoma of the thyroid has proved satisfactory in tumors 
with far-advanced maturation. By the removal of the carcino- 
matous thyroid gland, an increased storage of radioactive sub- 
Stances may be obtained in the secondary tumors, Despite 
encouraging results, this work is still experimental. 

Epilepsy —H. Hoff of Vienna said that two mechanisms 
maintain the cerebral balance, the tendency to synchronization 
on one hand and to inhibition and distribution on the other. 
Epileptic attacks occur when the latter fail. It is incorrect to 
use the term temporal lobe attacks for all psychomotor and 
psychosensory attacks, since only a small portion of them 
have true superficial temporal foci. In personalities with a 
corresponding disposition, schizophrenic reactions may result 
from superficial foci and from foci located in the depth of the 
temporal lobe. The so-called epileptic change of character 
should be considered partly as organic but mainly as psycho- 
genic. The treatment of epilepsy must combine psychotherapy, 
adjustment of the patient's environment, and prolonged ad- 
ministration of drugs. These measures must be combined 
according to the patient’s individual need. 

Tetany in Adults —H. Jesserer of Vienna stressed the fact 
that tetany is a syndrome rather than a disease. It may have 
various causes and may be produced in different ways. There 
is no “latent” or “masked” tetany but only latent or masked 
causes of tetany. These include parathyroid insufficiency, in- 
testinal disturbances, intoxication, hyperventilation, and organic 
and functional cerebral changes. The treatment of all these 
causes differs. 

Acute Spastic Diseases in Childhood.—J. Siegel of Vienna 
Said that acute attacks of tonic-clonic spasms associated with 
loss of consciousness occur frequently in childhood, and the 
more frequently, the younger the child is. They are related to 
the immaturity of the brain and the growth of the brain and 
may be elicited by various causes. In newborn infants, pre- 
dominantly organic changes, particularly hemorrhages, lead 
to spasms; in nursing infants, one should think first of tetany, 
meningitis, and encephalitis; and in all infants, spasms may 
occur at the onset of a febrile disease. Most of these attacks 
have nothing to do with epilepsy; only in cases of a focal 
character, in the presence of signs of previous birth trauma or 
cerebral disease, hereditary factors, or when the attacks occur 
in the course of the first year of life, the prognosis must be 
guarded. Spasms that only occur in the course of or after a 
disease may indicate postinfectious encephalitis. Spasms may 
be caused by nephritis, ascariasis, exogenous poisoning, and 
hypoglycemia. The treatment of acute spasms is for the most 
part the treatment of the cause. The use of sedatives and of 
hydrotherapeutic procedures is often necessary. 

Treatment of Ulcerative Colitis —E. Lauda of Vienna advo- 
cated strict bed rest, mental rest, and a protective diet in the 
treatment of ulcerative colitis. Sulfonamides also should be 
tried, as they are superior to antibiotics. Chlortetracycline and 
oxytetracycline should, however, be tried in refractory cases. 
If this fails Colifer (living lyophilized Escherichia coli) should 
be given. The next procedure consists of blood transfusions and 
fever therapy. If a rise of temperature does not result from 
blood transfusions, intravenous injection of either typhoid 
vaccine or Pyrifer (bacterial proteins obtained from a certain 
apathogenic microbial strain) should be given. In the presence 
of a myxoneurotic component calcium should be given intra- 
venously, and possibly antihistamines also. Cortisone is rarely 
helpful but should be given a trial in refractory cases. When 
a favorable result is obtained, it is obtained fast. Psycho- 
therapy is overestimated in the United States, but mental con- 
flicts must be eliminated. Surgical treatment is still to be 
considered as a last resort. If it is necessary, total exclusion by 
ileostomy or colectomy may be performed instead of the 
previously practiced lateral cecostomy. 
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Infectious Hepatitis—E. Rissel of Vienna said that the pre- 
vention of infectious hepatitis is more important than the 
treatment. Rest in bed is most important for treatment as long 
as icterus is present. The diet should be high in carbohydrates 
and low in protein, because proteins place a burden on the 
liver. The local application of heat is even more important 
than the administration of drugs. The administration of dex- 
trose and fructose is losing favor, although this may not be 
entirely justified. Chlortetracycline is effective only when it is 
given at the onset of the disease. Adrenal cortical hormones 
and a salt-free diet may help to regulate the water metabolism. 
The speaker did not find cortisone effective, despite favorable 
reports from other workers. Cortisone reduces the resistance. 
Corticotropin is not recommended, but administration of both 
drugs at the onset may be justified. Administration of vitamin 
B complex is of great value. 


Thrombosis in- Pregnancy and the Puerperium.—J. Reitinger 
and H. Riess of Vienna said that exercise during pregnancy is 
of great prophylactic value. Venostasin (a horse chestnut extract 
preparation containing vitamin B,), Hirudoid ointment (an 
animal tissue preparation with heparin-like properties), vitamin 
E, and calcium have been used in treatment. The treatment of 
thrombosis in the course of pregnancy depends on the degree 
and severity of the disease. For superficial and mild thromboses 
the methods used for prophylaxis are usually sufficient. In 
severe thromboses adequate administration of heparin may 
also be required. Prophylaxis in the course of the puerperium 
consists mainly of early ambulation and general exercises. The 
risk of thrombosis may be demonstrated by clinical methods 
and with thromboelastography. In the presence of such a risk, 
anticoagulant therapy should be instituted immediately. For 
this type of treatment Marcoumar (3-1-phenylpropyl-4-hy- 
droxycoumarin) was advocated. 

Corrosive Lesions of the Esophagus.—K. Burian of Vienna 
reported that after extensive experimental studies on animals 
it was demonstrated that the healing of corrosive esophageal 
lesions may be shortened under the influence of cortisone with 
simultaneous active protection by antibiotics. Scar formation 
was thereby prevented or limited and there was a lower inci- 
dence of complications than in animals treated with antibiotics 
only. These results were confirmed in seven patients with 
severe corrosive lesions of the esophagus. In children the 
treatment of corrosive lesions of the esophagus seems to be 
less effective or there has not been sufficient experience with it. 
Cortisone also may be used for the treatment of patients with 
old stenoses resulting from corrosive lesions. In such patients 
thorough bougienage must be carried out first, and, after the 
production of small tears in the scar tissue of the stenosis by 
the bougienage, healing occurs. The advantage of the combined 
treatment is the possibility of more rapid dilatation and of 
permanent results, which are only rarely obtained when 
bougienage is used alone. 

Eclampsia.—S. Tapfer of Innsbruck stated that eclampsia occurs 
in about 0.1% of pregnancies, and most of the maternal deaths 
are conditioned by the gestoses, the causes of which are still 
‘obscure. Causative factors may include: (1) alterations in the 
hormones; (2) parenteral disintegration of albumin; (3) products 
of fetal metabolism; (4) loss of nutritive material and vitamins; 
and (5) hereditary predisposition and environmental conditions. 
According to Smith, an excess of chorionic hormones and a 
deficiency of corpus luteum and follicular hormones are causa- 
tive factors. Therapeutic trials based on this theory, however, 
have not given satisfactory results. There is no doubt that 
metabolism plays an important part in the genesis of gestoses. 
Prenatal clinics are important in the detection of preeclamptic 
signs such as edema, albuminuria, and hypertension. Every preg- 
nant woman should be examined at least once a month in the 
last two to three months of pregnancy. Such examinations should 
include urinalysis, determination of weight and blood pressure, 
and examination of the fundus oculi. 

In addition to bed rest, measures to combat the edema should 
be attempted. The speaker advocated fasting days and days in 
which fluids are withheld and a salt-poor diet with plenty of 
uncooked fruits. American workers have used ion-exchange 
preparations. Aminophylline as well as vitamin B; and B, exert 
a favorable diuretic effect. Since acidosis is usually present, car- 
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bohydrates should be given. Rutin may be given to reduce capil- 
lary fragility. Since the blood protein level is low a high protein 
diet should be given. Rapid lowering of the blood pressure may 
be obtained with the aid of ganglion-blocking agents, but it 
is difficult to maintain the blood pressure at this lower level. 
Furthermore, these agents are not without danger to the fetus, 
since they may accumulate in the spinal fluid of the infant. 
Carbachol has also been tried. Patients with manifest eclampsia 
were subjected to Stroganoff’s treatment, but instead of chloral 
hydrate, phenobarbital was used. Bleeding is no longer used, 
In patients with anuria, short-wave diathermy and sympathetic 
nerve block may be used. 


Empyema of the Chest.—G. Salzer of Vienna quoted statistics 
of the period 1933-1954 showing the difference between the 
results of treatment with and without antibiotics. The mortality 
of chronic nonspecific empyema remains high, despite antibiotic 
therapy. Consequently, cooperation of pediatricians, internists, 
and surgeons is essential. The main cause of treatment failure 
is inadequate drainage. If the empyema recurs, aspiration is 
indicated. Before surgical intervention on the residual cavity, 
filling of the fistula with a radiopaque medium will show whether 
it has one or more sinuses. Among the surgical techniques, 
decortication is gaining in favor. 


Fresh Cell Therapy.—A. Pischinger of Graz said that the ex- 
planation given by Niehans for his fresh cell therapy is incorrect 
in that the material is broken up in the organism of the recipient 
and is absorbed. Consequently, the influence exerted on the 
patient is chemical, or more properly biochemical. Since the 
nature and effect of these substances cannot be exactly deter- 
mined, they should be used with caution. Untoward reactions 
have already been described. The same applies to dried prepara- 
tions of tissue. 


ENGLAND 


The Minister Reports—In his annual report for 1953 the 
Minister of Health says: “As taxpayer and ratepayer the in- 
dividual ultimately pays for the services provided to meet the 
needs of his fellow-citizens or himself. If for no higher motive, 
it is in his own interest to use them wisely and thus help to 
ensure that the resources available are not diverted by his 
thoughtlessness or selfishness from serving the needs of those 
who are really sick and handicapped and whose interest should 
represent a priority claim upon them.” From the mass of statistics 
in his report, only a selection can be made here. The total cost 
of the services provided under the National Health Service Act 
amounted, in England and Wales, to about $1,360,800,000 in 
the fiscal year ended March 31, 1953. Of this sum, $1,075,200,000 
was met by the Exchequer out of moneys voted by Parliament. 
The bulk of the balance was made up of just under $100,800,000 
from the National Insurance Fund; this represents about 12 cents 
a week from the weekly contribution of workers and employers 
toward this fund. In other words, only one-thirteenth of the total 
gross cost of the Health Service is met from insurance contribu- 
tions. In addition, the token payment of 14 cents per prescription 
that patients now have to pay brought in $13,300,000, and a 
similar sum was received from the token payments that patients 
now have to make for dental treatment and spectacles. About 
$433,800,000 was spent on hospital running costs, $28,000,000 
on hospital capital expenditures, $212,800,000 on general 
medical services (i. e., general practice), $120,400,000 on the 
pharmaceutical services, $59,400,000 on the dental service, and 
$22,400,000 on the eye service. 

Between the end of 1949 and the end of 1953, available 
hospital beds increased from 448,057 to 473,559. In the same 
period the number of consultants on the hospital service in- 
creased from 5,145 to 6,355. Thus in 1949 there were 126 beds 
to the equivalent of one full-time consultant and in 1953 the 
ratio was 103:1. Most of the additional beds have become avail- 
able, not by the building of new hospital accommodation, but 
through an increase in nursing staff—additions of 18,806 full- 
time nurses and 5,744 part-time nurses. Capital expenditure in 
the hospital service since the inauguration of the National Health 
Service has been about $126,000,000, but not more than one- 
fifth of this amount has been devoted to the provision of new 
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hospital beds; most of it has been spent on the provision of new 
or improved services. Hospital waiting lists are still high (526,000 
persons, compared with 497,000 in 1949) in spite of more than 
half a million more inpatients being cared for in 1953 than in 
1949. In outpatient clinics the number of new patients seen rose 
by 600,000, or 10%, over the same period. The tuberculosis 
waiting lists have declined from 11,000 in 1949 to 5,299 in 1953. 
This is largely due to an increase in the number of available beds 
from 31,000 in 1949 to 35,000 in 1953. Since 1951, 611 tuber- 
culous patients have been sent for treatment in two sanatoriums 
in Davos, each staying for an average of six months. 

Ihe free distribution of Medresco (Medical Research Council) 
hearing aids continues, and, in a little over five years, 343,000 
patients have been provided with such aids. There is still a wait- 
ing list of 27,000, and new applications are being received at 
the rate of 4,000 a month. The service also undertakes free re- 
placement of batteries for these aids, and, in 1953, about 
3,750,000 batteries were issued. At the end of 1953 the total 
effective panel of blood donors was 515,632, and the number 
of donations during the year was 659,674. At the end of the 
year there were 5,863 pay-beds and 6,257 amenity beds in 
National Health Service hospitals, but 650 of the former and 
near'y half of the latter were in hospitals for mentally ill and 
mentally deficient patients. An “amenity bed” is one for patients 
who are prepared to pay a small weekly sum in order to secure 
additional privacy not needed on medical grounds but do not 
wish for private medical treatment. The distinguishing feature 
of a “pay-bed” is that the patient using it may be treated privately 
by the physician of his choice. The number of hospital beds for 
the chronically sick in National Health Service hospitals rose 
from 50,300 in 1949 to 53,871 at the end of 1953. During this 
periol the number of patients treated rose from 81,167 to 
101,081. 

Under the National Health Service Act, specialists engaged 
in the service are eligible for awards for professional distinction 
in the following proportions: 4% receive the highest award at 
the rate of $7,000 a year; 10% receive the second award of 
$4,200 a year; and 20% receive the third award of $1,400 a 
year. These awards are made by a professional committee and 
no public announcement is made as to who the recipients of 
these “merit awards” are. The number of awards in England and 
Wales recommended by the committee and current on Dec. 31, 
1953, in these respective categories were 256,640, and 1,278. 

During the year 1,628 alleged breaches by practitioners of 
their terms of service were considered by service committees and 
reported to the Minister by executive committees. Of these cases, 
449 related to the general medical services, 539 to the general 
dental services, 588 to the pharmaceutical services, and 52 to 
the ophthalmic service. In 757 cases the Executive Council 
recommended that no action be taken; in 343 cases it was recom- 
mended that a warning should be sent to the practitioner con- 
cerned. In the remainder other action was considered appropriate, 
including the withholding of a sum of money from the practi- 
tioner’s remuneration in 363 cases. Representations were made 
to the Tribunal by Executive Councils that the continued in- 
clusion of 11 practitioners (two physicians, seven dentists, an 
optician, and a firm of opticians) in the Health Service would 
be prejudicial to the efficiency of the service. In four cases, 
including that of one physician, the Tribunal directed that the 
names of the practitioners should be removed from the official 
lists. 


The British Medical Association and the National Health 
Service.—The committee appointed to review the present and 
prospective cost of the National Health Service, to suggest means 
of ensuring the most efficient use of such Exchequer funds as 
may be made available, and to advise how an increasing drain 
on the Exchequer can be avoided while providing for the main- 
tenance of an adequate service has published a summary of the 
written evidence submitted to it by the British Medical Associ- 
ation. The report describes as false economy the present charges 
for private hospital beds, which are so excessive as to put them 
beyond the reach of those who would otherwise use them. Private 
beds relieve the waiting list for public beds; further, they are 
often occupied by those who are in positions important to the 
national economy. The association believes that moderately 
priced hospitals beds are needed. 
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Reference was made to the many patients who might be 
adequately cared for in their homes but are now, for various 
reasons, admitted to the hospital, with a resulting burden on 
the Exchequer. The association believes that the position could 
be largely alleviated by making it possible for the general practi- 
tioner to undertake the domiciliary treatment of patients not 
requiring admission to the hospital on medical grounds. The 
development of antibiotics and ancillary diagnostic facilities has 
greatly extended the range of patients suitable for domiciliary 
treatment, provided much more effective district nursing, home 
help, and night attendant services than now exist are available 
to general practitioners. As an extension of domiciliary practice 
the general practitioner should be able to treat in the hospital 
patients who, on social grounds, cannot suitably be treated at 
home. A number of beds for patients of general practitioners 
should be provided in large hospitals. In addition, many of the 
smaller hospitals that have been transferred to other “special 
purposes” should be returned to their original use as hospitals 
for patients of general practitioners. This intermediate type of 
hospital accommodation would be entirely suitable for a high 
proportion of patients and would be less expensive than a general 
hospital or even a large hospital for the chronically sick. 

A survey made in two London boroughs in 1950 showed that, 
whereas the weekly cost per chronically sick inpatient in the area 
was about $33.25, the net cost in domiciliary cases averaged 
$1.90 for the home help working 5.8 hours per household per 
week, plus $1.75 when the home nurse attended, this showing 
a comparable figure of $3.65. 

In discussing the pharmaceutical service, the oft-repeated 
association view that there should be no departure from the 
physician's established right to prescribe whatever he considers 
to be in the best interests of the patient was reiterated. In order 
to curtail the mounting cost of the pharmaceutical service, the 
publication of area prescribing averages was suggested so that 
a doctor might compare his average with that of others. A plea 
was made for better medical education in the art of prescribing 
and in pharmacology and for the reform of the National 
Formulary. At the same time the association strongly deprecated 
the attempt to place on the profession the blame for the mount- 
ing cost of the drug bill. There are many other responsible 
factors, including the fact that the cost of drugs and appliances 
is rising in much of the same manner as other commodities. 
Furthermore, the country is supporting a progressively aging 
population. It was also suggested that arrangements be made 
with pharmaceutical manufacturers to reduce the cost of 
proprietary preparations for use in the service and that wastage 
might be prevented by consultation between the manufacturing 
chemists and the Ministry of Health on the size of packages of 
proprietary drugs. 

The association does not believe that the conversion of a 
primarily part-time consultant service into a full-time salaried 
service would be advantageous from the point of view of either 
efficiency or economy. It is not in the interests of medicine or 
of the public that the consultant working in the hospital service 
should be debarred from practicing outside the service when 
this is required in the public and individual interest. 

Hospital maternity beds for patients under specialist care 
should be occupied only by patients requiring them on medical 
or social grounds. Immediate steps should be taken to reduce 
the increased number of institutional confinements; maternity 
patients should be confined in the hospital only on the recom- 
mendation of the general practitioner. One of the most un- 
fortunate aspects of the service is the inability of the general- 
practitioner obstetrician to care for his patients in the hospital. 
An adequate number of beds in hospital maternity units for 
general-practitioner obstetricians would not only encourage the 
general practitioner but would also lessen the call on consultant 
services. The association contends that the practitioner who is 
responsible for the general care of the pregnant mother and 
who might be engaged for the confinement, or summoned in an 
emergency by the midwife, should have general responsibility 
for antenatal and postnatal care. Local authority clinics should 
encourage the pregnant woman to engage a private practitioner. 
The provision of child welfare clinics is an important part of the 
local health authority services, and general practitioners should 
be widely employed in the clinics on a sessional basis in addition 
to the employment of full-time medical officers. 
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Cantharidin Poisoning.—In the Dec. 11, 1954, issue of the 
British Medical Journal three deaths from cantharidin poisoning 
are reported. A clerk in a firm of chemists, Mr. X., stole some 
cantharidin from his employers. He then bought eight pieces of 
coconut icing. Into two of these pieces he introduced a small 
quantity of cantharidin. At about 2:30 p. m. he offered one of 
these pieces to a female clerk, Miss A., aged 27, who ate it. 
Miss B., another female clerk, aged 19, ate the other piece, and 
four other girls in the office ate the untreated pieces. About 10 
minutes after eating the confection Miss A. complained of ab- 
dominal pain and nausea, which steadily worsened. By 6 p. m. 
she was in a state of collapse, and on admission to the hospital 
at 9 p. m. she was vomiting almost pure blood. Her condition 
steadily deteriorated, and she died at 7 a. m. the next morning. 
Miss B. took ill about the same time and was admitted to another 
hospital in a state of collapse at 5 p. m. She also was vomiting 
blood, and had diarrhea. In addition, her tongue, fauces, and 
soft palate were peeling. She died at 4:40 p. m. the next day. 
An interesting feature of her case was the polycythemia that 
was found—the hemoglobin rose to a level of 125%. Hemo- 
concentration is excluded as a cause of this, and it is described 
as “certainly the result of stimulation of the bone marrow.” 
The leukocyte count was 104,000 per cubic millimeter, with 
14% myelocytes, 1% premyelocytes, and 3.5 normoblasts per 
100 leukocytes. Postmortem findings in both were almost iden- 
tical: gross destruction of the lining of the esophagus, with less 
serious damage in the stomach, and intense engorgement of the 
whole of the genitourinary tract, with frank blood in the renal 
pelves, ureters, bladder, and ovaries. The authors comment that 
“the condition of the ovaries requires . . . some more dramatic 
explanation than mere pelvic congestion, and it would appear 
that cantharidin has some specific stimulating effect on the 
Ovarian stroma just as it has on the bone marrow.” 

Crystals, identified as cantharidin, were obtained from the 
surface of Mr. X.’s desk. With the use of the x-ray diffraction 
spectrum method and the physiological “blister” method, 
cantharidin was found in the vomitus and gastric contents. It 
was estimated that between 65 and 130 mg. of cantharidin were 
circulating in the organs of Miss A. and a little less in Miss B. 
Mr. X. was charged with manslaughter. He pleaded guilty and 
was sent to prison for five years. 

The third case was that of a fisherman, aged 43, who had 
been told that fish could be attracted by ground bait that con- 
tained something “sexy.” He therefore obtained 65 mg. of 
cantharidin from an illicit source and was told to add it to a 
bottle of water in which he soaked his bait. The cantharidin, 
being insoluble in water, floated to the top of the water. In 
shaking the bottle he used his thumb to occlude the opening 
and later while adjusting his bait he pricked this thumb and 
immediately sucked it. Thirty minutes later he began to feel ill 
and vomit. This was followed by diarrhea. His condition 
worsened, but it was not until the following day that he was 
admitted to the hospital in a state of collapse. He died six 
hours later. Blood studies showed 6,500,000 red blood cells 
and 19.5 gm. of hemoglobin per 100 cc. At autopsy there was 
no sign of irritation of the mouth or esophagus. There was some 
injection of the stomach, marked injection of the duodenum, 
and moderate congestion of the jejunum and terminal ileum. 
Microscopically, the kidneys revealed tubular necrosis. The only 
test used in examining the gastric contents, urine, kidneys, and 
liver for cantharidin was the relatively crude biological method, 
and no cantharidin was detected. 


Thyroid Hormone in Cancer Prophylaxis.—Claims for the value 
of thyroid hormone in the prevention of postoperative recurrence 
of genital and mammary cancer are made by Alfred A. Loeser 
(Brit. M. J. 2:1380, 1954). American statistics show that more 
overweight persons acquire cancer than those of normal weight, 
and many of these obese persons are hypothyroid subjects. 
Hyperthyroid persons seldom suffer from cancer. Further, after 
partial thyroidectomy, mammary or genital cancer develops in 
a greater number of women between 40 and 60 years of age than 
in the average population in the same age group. In a series of 
100 women who had undergone partial thyroidectomy Loeser 
reports 7 in whom cancer developed (one of the cervix, six 
of the breast) subsequent to thyroidectomy. 
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Of the remaining 93 patients, in 32 chronic mastitis or fibroids 
of the uterus developed; none of these women had received 
thyroid hormone after thyroidectomy. Among the other 6] 
patients, 14 had received thyroid hormone after thyroidectomy, 
and chronic mastitis was found in 4 of these. This shows that 
a lack of thyroid hormone in the body favors tumor develop- 
ment. On the basis of estimations of the histamine content of 
the skin in normal, hypothyroid, and hyperthyroid women, 
Loeser postulates that there is a quantitative relationship between 
the amount of thyroid hormone produced in the human body 
or artificially incorporated by thyroid treatment and the intra- 
cellular deposition of histamine. The histamine content in the 
cells is controlled by the thyroid hormone. The more thyroid 
hormone, the more histamine and the lower the level of lipids 
in the blood. This is significant, because cancer develops more 
often in hypothyroid, nonallergic, and obese women of the 40 
to 60 age group than in allergic or hyperthyroid women of the 
same age group. An increase of thyroid hormone in the blood, 
high histamine content of the tissues, and low blood lipid levels 
are associated with a decreased tendency to tumor formation 
and vice versa. Thyroid hormone cannot destroy the actual 
cancer cells, but it can keep such cells dormant for a long time. 

It is therefore logical to treat women continuously with thyroid 
hormone after radical mastectomy or hysterectomy, or after 
deep x-ray treatment, in order to produce as much histamine as 
possible in their tissues, to depress the blood lipid level, and 
thereby strengthen the resistance of the host against possible 
recurrence of the cancer. Over periods of up to more than six 
years Loeser has given thyroid extract, in daily doses ranging 
from 65 to 320 mg., to 18 such women. The aim of treatment 
was to keep the total blood lipid level between 500 and 600 mg. 
per milliliter and the blood cholesterol level between 150 and 
175 mg. per milliliter. Four of these patients have been under 
such treatment for five years or more, and all are clinically cured. 
The remaining 14 have been under treatment for more than four 
years, and in only one of these has there been a recurrence. 


Corticotropin and Cortisone in Dermatology.—The panel ap- 
pointed by the Medical Research Council in 1950 to investigate 
the use of corticotropin and cortisone in the treatment of skin 
disease and to conduct clinical trials has now issued its first 
report (Brit. M. J. 2:1307, 1954). Dosage varied from 100 to 
150 mg. of cortisone or 50 to 100 I. U. of corticotropin daily, 
often reduced toward the end of the course, or cortisone being 
replaced by a diminishing course of corticotropin. An occasional 
patient received as much as 200 mg. of cortisone daily, and a 
few were given 10 I. U. of corticotropin by intravenous drip 
daily. Most patients received 100 mg. of ascorbic acid by mouth 
two or three times daily. In some patients the sodium chloride 
intake was restricted and 1.3 gm. potassium chloride, three times 
daily, was given, especially if the urinary output and the weight 
suggested fluid retention. Complications of therapy included 
moonface in eight patients, water retention in seven, and 
transient glycosuria in three. Psychological disturbances occurred 
in six patients, including marked euphoria in two, depression in 
one, and hypomania in one. Both the latter were known to have 
had a previous history of instability, and the patient with hypo- 
mania was treated successfully by leukotomy. There were four 
deaths. One man, 66 years of age, with exfoliative dermatitis 
died 14 days after treatment was stopped; there was no autopsy. 
One man, 64 years of age with constitutional eczema, died from 
left heart failure after 22 days’ treatment. A man, aged 70, with 
constitutional eczema, died from bronchopneumonia after five 
weeks’ treatment. A boy, aged 15, with Besnier’s prurigo, died 
in status asthmaticus seven days after treatment was stopped. 
The series consisted of: 11 patients with idiopathic exfoliative 
dermatitis, 7 patients with exfoliative dermatitis secondary to 
psoriasis, 80 patients with eczema, and 26 patients with Besnier’s 
prurigo. In exfoliative dermatitis, other than that after psoriasis, 
the affection is usually cured or controlled, although it may be 
necessary to continue maintenance therapy over long periods. 
The response of eczematous reactions of the constitutional or 
exogenous types or from sensitization tended to be dramatic but, 
except in this last group, relapse usually followed withdrawal 
of treatment. The response was less satisfactory in patients with 
seborrheic dermatitis and with nummular and varicose eczema. 
It is suggested that hormone therapy is of value in combating 
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acute exacerbations of eczema and in facilitating the introduction 
and effectiveness of other lines of treatment. In Besnier’s prurigo 
relief of symptoms is also marked, but there is less effect on the 
underlying lichenification. 


FRANCE 


Diabetes.—In diabetes the basic trouble consists in the inability 
of glucose to penetrate the cell membrane. With a sufficient dose 
of insulin, the diabetic acts like a normal person. Proceeding 
on the theory that there is therefore no need for a restrictive 
diet, Prof. Gilbert Dreyfus and his co-workers have treated 10 
diabetics and reported their observations at a meeting of the 
Medical Society of Paris Hospitals in June. They start the patient 
on a regimen including 150 to 200 gm. of carbohydrate and an 
increasing dose of insulin until glycemic equilibrium is reached; 
then a purely glucidic diet containing more than 400 gm. of 
carbohydrate is given. If on this diet the glycemic equilibrium 
remains satisfactory, the patient is allowed to eat as he pleases 
without modification of the insulin dosage. Of the 10 patients 
so treated only 2 were therapeutic failures. The authors con- 
cluded that a permanent aglycosuria is not enough. The blood 
sugar level must not exceed the normal limits. To accomplish 
this, different types of insulin must be tried. The authors deter- 
mine for each patient the daily insulin requirement for glycemic 
equilibrium with 200 gm. of carbohydrate in the diet. This is 
usually about 80 units a day. Such a patient can tolerate a hydro- 
carbon ration three or four times that which they could tolerate 
before and remain in equilibrium without any alteration of their 
biological constants. Their hydrocarbon metabolism remains 
normal even if the diet they have adopted returns to normal. 
Under these conditions the authors have observed that in two 
patients the insulin requirements were reduced. One acidotic 
diabetic gained 15 kg. They have observed not only plethoric and 
acidotic diabetics but also one in whom diabetes was associated 
with tuberculosis. With adults there is no need to examine the 
urine daily. At present the authors plan to apply a normal diet 
only to patients in the hospital. 


Treatment of Endocarditis —In July, P. Mozziconacci and his 
co-workers reported to the Medical Society of the Paris Hospitals 
a series of 267 patients with infective endocarditis treated with 
cortisone. Among the first group, consisting of 23 patients suffer- 
ing from severe cardiac symptoms, 6 died. Prompt and marked 
improvement was noted in the others. In the second group, con- 
sisting of 131 patients with simple rheumatic carditis, the arthral- 
gia and the rheumatic erythema improved promptly. Of 113 
patients in the third group, consisting of those who showed no 
cardiac symptoms at the beginning of their treatment, such 
symptoms developed in only 2. Before the advent of hormono- 
therapy, 80% of the children suffering from infective endo- 
carditis had a cardiopathy as well. A dose of 100 to 250 mg. 
of cortisone per day was given, according to the patient’s age. 
The treatment was continued for at least 15 days and was stopped 
only after the sedimentation rate came down to 20 mm. or less 
per hour. The cortisone therapy was then replaced by adminis- 
tration of a dose of aspirin sufficient to produce an effective 
salicylemia until the sedimentation rate returned to normal. The 
authors prefer aspirin to sodium salicylate because it is better 
tolerated. A dose of 1 million units of penicillin per day was 
given during the first 10 days. Of the 267 patients, relapses 
occurred in 51 in the course of observation periods ranging from 
three months to three years. 


International Congress of Blood Transfusion.—The International 
Congress of Blood Transfusion was held in Paris in September. 
A. E. Kisselev of Leningrad presented a new method for pre- 
serving erythrocytes in a liquid state at temperatures ranging 
from -12 to -16 C in a medium containing citric acid, sucrose, 
alcohol, and syncol (a synthetic colloid with hydrophilic proper- 
ties). The mechanical alteration of the cell membrane by ice 
crystals is prevented. Blood so preserved for 70 to 100 days has 
been transfused successfully. B. Maupin and Loverdo of Paris 
have studied platelets and leukocytes after marking them with 
P°2 in the transfusions in human and animal subjects. The non- 
viable platelets are held in the reticuloendothelial system, but 
the leukocytes are filtered out only in the lungs. 
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Formation of Arterial Thromboses.—Roskam and Hugues re- 
ported a study on the mechanism of arterial thrombosis for- 
mation in the Archives des maladies du ceur et des vaisseaux 
for July, 1954. Using a cinematographic technique they have 
concluded that the basic phenomenon in thrombosis is the 
agglutination of the blood platelets in an area of altered structure 
or function. In the formation of these white thrombi the 
phenomenon of opsonification plays an important part. With an 
inhibition of the opsonification of the altered area, anticoagulant 
substances produce fragility in the thrombus, permitting it to be 
dislodged by the blood current. 


Measles.—Bilirubinolytic organisms account for the icterus as- 
sociated with some infectious diseases, without any hemolysis 
and any alteration of the bile ducts. Najib-Farah in La France 
médicale of August, 1954, says that the measles virus is a bili- 
rubinolytic organism as shown by the fact that a defensive 
hyperbilirubinemia is observed in the incubation period and the 
acute stage of the disease. The bilirubin level returns to normal 
during convalescence. This hyperbilirubinemia is said to make 
it possible to diagnose measles during the incubation period in 
a child known to have been exposed. 


ITALY 


Convention on the Artificial Kidney.—The first European con- 
vention on the artificial kidney was held in 1954 in Rapallo. 
The most animated discussion was on whether the fractional 
or the continuous system of applying the artificial kidney should 
be used. The fractional system consists in removing 50 cc. of 
blood at a time from the patient, dialyzing it by means of the 
appropriate apparatus, and returning it minus the waste matter 
through a different vein. The continuous system consists in 
the permanent application for several hours of the apparatus 
of Kolff, as modified by Merrill of Boston. With the fractional 
system the artificial kidney stimulates the impaired kidney to 
recover, but it does not have a substituting action. With the 
continuous system the artificial kidney takes over the renal 
function entirely for many hours, and its action is interrupted 
only when the physician thinks it advisable. Bartrina of Bar- 
celona favors the fractional system. His apparatus is portable, 
which is a great advantage. It can be effective, however, only 
if the lesion of the kidney appears to be reversible. On the 
other hand, Legrain of Paris favors the continuous system and 
referred to brilliant results obtained with its use. Professor 
Pettinari of Padua said that there was no reason for conflict 
between the two systems. In patients with mild renal impair- 
ment the fractional method is preferred, and in those with 
severe impairment the continuous system must be used, 

The question of whether the tube of the artificial kidney 
should be inserted in an artery or a vein was discussed, Most 
of the delegates preferred the vein, but with the vein a more 
intense heparinization is needed to maintain the fluidity of the 
blood. Many of those present emphasized the danger of 
internal hemorrhage in patients with severe renal lesions who 
have been given heparin. Pettinari, however, said that these 
fears can be overcome by making use at the opportune time 
of protamine sulfate, which when injected in emergency cases 
neutralizes the dangers of heparin. 

Dialysis by the artificial kidney and natural dialysis by the 
peritoneum were discussed. It was concluded that the action 
of the artificial kidney is not only purification of the blood 
but also hydroelectric reequilibration (salts are added to the 
mixture in which the cellophane tube, through which the blood 
to be dialyzed flows, is immersed). All other systems of puri- 
fication such as by colonic lavage, exchange transfusion, and 
peritoneal dialysis are useful but cannot be compared to that 
by the artificial kidney. Moreover, peritoneal dialysis is not 
devoid of side-effects, and it is contraindicated in patients with 
neoplastic lesions of the peritoneum, peritonitis, or intraperi- 
toneal hemorrhage. Peritoneal dialysis may even result in in- 
testinal perforations. The artificial kidney is indicated in patients 
with anuria, whether toxic, reflex, or obstructive; acute uremic 
syndromes; poisoning with mercury, barbiturates, or sulfona- 
mides; and in selected patients with severe burns, shock, and 
some forms of edema. 
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Tuberculosis in Advanced Age.—At the fourth National Con- 
vention of Gerontology held in Rome in May, Professor Daddi 
discussed the pulmonary localization of tuberculosis in persons 
over 50 years of age. He found it useful to divide these patients 
into those between 50 and 65 (presenile group) and those over 
65 (senile group). Tuberculosis in persons of advanced age, 
when clinically manifest, is a grave and progressive disease 
even if it can be arrested temporarily. Because primary tuber- 
culosis is rare in older persons one must keep in mind that an 
older person with tuberculosis has effectively held back the 
infection for many years. This means that up to a certain time 
his powers of resistance have been efficient. The decrease of 
these powers can be caused by an accentuation of the aging 
process, a meager or unbalanced diet, excessive fatigue, or 
alcoholism. These factors may light up a latent focus of infec- 
tion or may predispose to exogenous superinfections. Although 
a bacterial factor must be present, it is not, as a rule, the 
factor chiefly responsible for the clinical attack of the disease. 
The frequent finding at autopsy of old reactivated processes 
proves the pathogenetic continuity of the presenile and senile 
tuberculosis with that of early adulthood or youth and suggests 
that the main causative factor is some defect in the host’s 
defense mechanism. 


PERU 


Effects of Reserpine in Psychiatric Patients—A preliminary re- 
port on the effects of pure crystalline reserpine in 21 psychiatric 
patients and 4 normal controls was presented by Dr. Raul Jeri, 
of the psychiatric department of the Police Hospital of Lima, 
to the Peruvian Society of Neuropsychiatry at a meeting held 
in December. In all the cases the treatment was started by 
injecting 10 mg. of the drug intravenously; then every 12 hours 
for six days 5 mg. was injected intramuscularly or intravenously. 
Oral medication with 10 to 16 mg. of the drug per day was 
initiated within 24 hours of the first parenteral injection; after 
three days this was reduced to 8 or 10 mg. per day; and after 
a week a daily dose of 4 to 8 mg. was given. This was progres- 
sively diminished to a daily maintenance dose of 2 to 6 mg. 
In the control group there were three men and one woman. 
The main disturbances shown by them were: a postinjection 
flushing of the face, a mild fall of the arterial pressure, brady- 
crotic pulse, slight diminution of the body temperature, in- 
spiratory difficulty, increase in intestinal peristalsis, miosis, 
hyporefiexia, trembling and myoclonic movements of the head 
and extremities, modifications in the electroencephalogram, in- 
crease of appetite, a gain in weight, mild dizziness, asthenia, 
fatigue, slow thinking, and inhibition of the affective reactions. 
The psychiatric patients showed the somatic changes mentioned, 
and, within a few minutes after the drug was administered intra- 
venously (and reaching a peak two or three hours later), most 
of them showed a relaxing of psychomotor excitation and a 
profound sleep during the night, without any somnolence and 
clouding of consciousness during the day. Patients became docile 
and manageable, allowing a better application of psychothera- 
peutic measures and losing their negativistic and hostile attitude 
toward the physicians and others. In some patients there were 
relapses during the course of the treatment, but they were rapidly 
controlled either by increasing the oral daily dose or by the use 
of electroshock. 


Of the patients treated, six had psychoneurosis, five had 
epilepsy, five had schizophrenia, three had organic psychosis, 
and two had manic-depressive psychosis. In the patients with 
recent schizophrenia a surprising improvement was noted, al- 
though four of them required insulin or electroshock therapy 
to obtain maximum benefit. Reserpine must be considered a 
useful adjuvant in the treatment of schizophrenia, especially if 
used early in the course of the disease. In the patients with 
chronic cases that do not respond to insulin shock or lobotomy, 
reserpine may give better results than electroshock. It does not, 
however, seem likely that an illness characterized by such 
psychic deterioration as is seen in schizophrenia could be sub- 
stantially modified by this alkaloid. No improvement was 
observed in any of the epileptic patients; on the contrary there 
was an increase in the frequency of the seizures. This unfavor- 


J.A.M.A., Feb. 5, 1955 


able effect seems to be in proportion to the size of the dose. Ip 
all other cases a marked diminution in anxiety was noted. The 
effects of reserpine appeared to be greater than those of chlor. 
promazine (10-[v-dimethylaminopropyl]|-2-chlorophenothiazing 
hydrochloride) without causing the prolonged somnolence pro. 
duced by the latter. No severe toxic effects have been observed, 
In this series the good responses were obtained by the use of 
larger doses than those used by Swiss and American investigators, 
Furthermore, the intravenous route is more effective than the 
oral route of administration and should be used whenever g 
rapid response is required. 

At the same meeting, Dr. Arellano reported on the effects of 
this drug on the electric activity of the brain. His studies are the 
first in which tympanic and pharyngeal electrodes were used, 
This work was performed in order to determine the probable 
point of action of reserpine in the brain, having in mind that 
former investigations indicate that it acts on the hypothalamic 
region. Electroencephalograms were made in the four controls 
and seven of the patients of Dr. Jeri’s series. For four hours a 
continuous recording was made, before, during, and after the 
intravenous injection of the drug. Records were also made at 
24, 48, and 72 hours, and at eight days for comparison. Reserpine 
did not substantially modify the cortical alpha waves of the 
electroencephalogram but facilitated the formation of slow 
waves of high voltage in the basal regions of the brain, even in 
those patients with psychomotor epilepsy and petit mal who 
previously showed delta and theta electroencephalographic 
waves. The limited number of observations that have been made 
do not permit definitive conclusions to be drawn, but the author 
thinks that the drug probably acts not only on the hypothalamus 
but also on other adjoining structures of the base of the brain. 


Wertheim’s Operation for Cancer of Cervix.—Radical hyster- 
ectomy as performed by Wertheim is a valuable measure in the 
treatment of cancer of the cervix in the first and second grades 
of the League of Nations’ classification. Radiotherapy is also 
useful in selected cases, according to Dr. César Heraud. In an 
address to the Faculty of Medicine of the San Marcos Univer- 
sity of Lima he reported that, in a series of 304 women with 
grade 1 and 2 cancers observed between 1929 and 1950, 110 
were operated on with the use of Wertheim’s technique. In recent 
years this has been combined with removal of the regional lymph 
nodes. In 86, abdominal hysterectomy alone; in 18, hysterectomy 
and lymphadenectomy; and in 6, vagina] hysterectomy with as 
extensive a lymphadenectomy as possible was performed. Twenty 
patients died mainly owing to postoperative complications. 
Although a follow-up on most of the women after they left the 
hospital has not been possible, many of them showed a survival 
of more than five years. Grade 1 and 2 cervical cancer repre- 
sents both a surgical and a radiological problem, and definitive 
treatment requires a close collaboration of the gynecologist, 
radiologist, and cancerologist. It must be modified to suit the 
characteristics of the individual tumor. Dr. Heraud believes that 
a good proportion of cures may be obtained by means of radi- 
cal surgery, provided the technical requirements described by 
Dr. Wertheim are exactly fulfilled, especially those that concern 
the previous ligature of the hypogastric arteries and the catheteri- 
zation of the ureters. 


Carcinoma in Situ of the Uterine Cervix.—In 2,500 apparently 
healthy women examined at the Cancer Detection Center of 
Lima, between June, 1953, and April 1954, 8 (0.3%) were found 
to have carcinoma in situ of the uterine cervix. Of these, six 
were between 30 and 50 years of age. Six had a history of 
leukorrhea at some time, but none had had metrorrhagia; four 
had eversion of the cervix; two had cervical erosion; one had 
nabothian cysts; and two had an apparently normal cervix. 
Cytological examination revealed malignant cells in seven and 
probable malignant cells in one. The biopsy specimens showed 
malignant neoplasm in all cases. Seven patients have been 
treated and are in good health; the other patient refused treat- 
ment, claiming to be sound and without any symptoms. Dr. 
Castellano, director of the Cancer Detection Center, stresses the 
fact that finding an apparently normal cervix does not rule out 
an incipient cancer and that cytological examination is an aid 
to diagnosis in such cases. 
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CORRESPONDENCE 


COMPARATIVE PHYSIOLOGY OF THE KIDNEY 


To the Editor:—In an article in THE JourRNAL, Dec. 26, 1953, 
page 1512, Dr. Homer W. Smith dealt with the history of com- 
parative kidney physiology. Dr. Smith credits Malpighi with the 
discovery of the capillary circulation in 1661; on this point there 
is room for further comment. Writing to Sir Thomas Browne in 
1649, some 12 years before Malpighi’s communication of 1661, 
Henry Power (1623-1668) had’ written about “the minute and 
capillary channels” between the arteries and veins and, there- 
fore, preceded Malpighi in the completion of Harvey's discovery 
of the circulation of the blood (cited by Singer, C.: A History 
of Biology, New York, Henry Schuman, Inc., Publishers, 1950, 
p. 150). Malpighi deserves credit, however, for making an in- 
dependent discovery when he demonstrated the capillary system 
in the frog lung by injecting water into the pulmonary artery 
and seeing it issue from the pulmonary vein. With the blood 
washed out, he could see the capillary network in the translucent 
lung under the microscope. He later demonstrated capillaries in 
other parts of the body. 

Dr. Smith finds it paradoxical that Harvey, in his observations 
on the circulation of the blood, failed to challenge the Galenic 
view of how blood arrived in the veins from the arteries. One 
must remember how strong was the tradition to follow estab- 
lished “authorities” such as Aristotle. For example, Andreas 
Vesalius (1514-1564) had Galen (130-200) to buck. Of the inter- 
ventricular septum Vesalius said: “The septum is formed from 
the very densest substance of the heart. It abounds on both sides 
with pits. Of these none, so far as the senses can perceive, 
penetrate from the right to the left ventricle. We wonder at the 
art of the Creator which causes blood to pass from right to left 
ventricle through invisible pores.” Galen had taught that of the 
blood entering the right ventricle, while the greater part had 
parted with impurities in the lung and returned to the liver, a 
fractional part trickled through minute channels (openings from 
thebesian veins?) of the interventricular septum and met air 
from the lung to become the higher “vital spirit.” But 12 years 
later Vesalius stated further: “Not long ago I would not have 
dared to turn aside even a hair’s breadth from Galen. But it 
seems to me that the septum of the heart is as thick, dense and 
compact as the rest of the heart. I do not see, therefore, how 
even the smallest particle can be transferred from the right to 
the left ventricle through the septum.” Miguel Servet (1511-1553) 
denied the passage of blood through the interventricular septum 
and gave the first clear account of the lesser circulation. In his 
book on the circulation of the blood Harvey shows how hard it 
was for him to go against tradition despite conclusive evidence 
and with what humble diplomacy he approached ruler and peers: 
“But what remains to be said upon the quantity and source of 
the blood which thus passes, is of so novel and unheard of 
character, that I not only fear injury to myself from the envy 
of a few, but I tremble lest I have mankind at large for my 
enemies, so much doth wont and custom, that become as another 
nature, and doctrine once sown and that hath struck deep root, 
and respect for antiquity influence all men.” In announcing his 
great discovery, Harvey came close to dis-laiming any originality 
and even went so far as to suggest that his discovery was but a 
return to Aristotle! Because of his “radical” views some regarded 
Harvey as being “crack-brained,” and as a result his medical 
practice “fell off mightily.” 

Elsewhere in his article, Dr. Smith remarks that without the 
kidney the first armored fishes could not have invaded fresh 
water and that their invasion of fresh water constituted the 
crisis that led to the evolution of the glomerulus. His statement 
can hardly be meant to be taken literally, for, as he indicates 
elsewhere (Scient. Am. 188:40 [Jan.] 1953), the burden of evi- 
dence points to fresh water as the environment for the origin of 
the first bony and/or armored vertebrates, which thus did not 
invade fresh water from the seas: “It is now established that the 
chordates, the forerunners of the animals with backbones, arose 
in the brackish estuaries or fresh-water rivers of the continents. 
Their ancestors unquestionably came from the sea, and the 


migration from salt to fresh water required many physiological 
adjustments, the most important of which concerned the osmosis 
of water.” Later there was a migration of some forms to the sea, 
and of these a few subsequently returned to fresh water. The 
presence of the glomerulus is a fresh-water adaptation; its loss 
in some marine teleosts with aglomerular kidneys is secondary 
and not primary or primitive, even as it is in certain desert frogs 
and reptiles (Baldwin: An Introduction to Comparative Bio- 
chemistry, ed. 3, London, England, Cambridge University Press, 
1948). Marine elasmobranchs inherited the glomerulus from 
their fresh-water ancestors, the Placodermi, some of which in- 
vaded the seas and gave rise to the Elasmobranchii, which thus 
arose and early evolved in the seas. Further evidence presented 
by Smith (Evolution of the Kidney, in Studies of the Physiology 
of the Kidney, School of Medicine: Porter Lectures, series 9, 
Lawrence, Kan., University of Kansas, 1939. From Fish to 
Philosopher, Boston, Little, Brown & Company, 1953) and by 
others points to a fresh-water origin for the vertebrate stock. 

Study of fossils strongly indicates that the placoderms had 
lungs designed for aerial respiration and therefore were fresh- 
water inhabitants; they were the immediate descendants of early 
armored fishes, the ostracoderm Agnatha. But the elasmobranchs 
that arose in the seas from the placoderms, which had entered salt 
water, lost these lungs, for gills alone suffice for marine fishes. 
Similarly, the surviving crossopterygian Latimeria chalumnae 
(marine) has been shown to contain only a vestigial lung (Millot: 
Nature, London 174:426 |Sept. 4] 1954). The swim bladder is 
a secondary modification of the primary lung. Also, the ability 
of the early armored fishes to swim was an adaptation counter- 
acting the downsweep of currents encountered in fresh water, 
for the very earliest Agnatha were for the most part sluggish, 
pollywog-like, bottom-dwelling mud-grubbers. This active swim- 
ming proved advantageous also in escaping from the giant water- 
scorpions, the eurypterids, which are known from the nature of 
sedimentary deposits to have dwelt in fresh water. Escape of 
the fresh-water prey may have been the cause of the extinction 
of the eurypterids by starvation. 

The armor of these early fishes gives further evidence that 
fresh water was their original home, rather than the salty sea. 
The armor or body szales not only defended the sluggish 
ostracoderms against predators but also rendered the body 
wall impervious to fresh water, which otherwise would have 
ingressed excessively and imposed great labor on the kidney in 
elimination. (If the slime is removed from an eel, the fish will 
swell to the fatal point.) Although a fresh-water form would lose 
water by exosmosis in sea water, marine sharks prevent this by 
retaining urea (gills and even eggs are urea-proof) to the extent 
of 2 to 2.5% of blood, which effectively raises the combined 
osmotic pressure of the blood above that of sea water. Thus 
water passes in through the body wall and the surplus is filtered 
off via the glomerulus, which is retained as a useful heritage 
from a fresh-water ancestry. Fresh-water sharks also retain the 
glomerulus as a vital structure and, to reduce the excessive 
ingress of water, have secondarily reduced the urea level of 
the blood to 0.6%. Marine teleosts and some sharks also produce 
trimethylamine oxide, which, like urea, represents detoxified 
ammonia; this they retain at certain levels to help raise the 
osmotic pressure of their blood above that of sea water. 

The further fact that the very earliest known vertebrate 
remains (armored ostracoderms) are found in company with the 
remains of eurypterids, which are known to have been fresh- 
water denizens, bespeaks the fresh-water origin of the armored 
fishes and indicates that any invasion was to the sea and not to 
fresh water. Many of the early armored fishes had electric 
organs that may be reasoned to comprise an aggressive defense 
mechanism against their fresh-water predators. Ordovician sedi- 
ments such as the Harding limestone of Coloradg are pre- 
dominantly marine in nature and contain no vertebrate remains. 
Yet the vertebrates must have been evolving, and in fresh water, 
since the first trace deposits are found in estuarine sediment and 
consist of microscopic scraps of ostracoderm armor washed 
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down by streams to the mouths of rivers. No continental deposits 
older than these ostracoderm-bearing estuarine sediments are 
known from the Paleozoic. All the vertebrate deposits are of 
fresh-water origin and contain fragmentary remains of cepha- 
laspids, pteraspids, anaspids, and coelolepids (early armored 
fishes). No remains from these vertebrates are found in the 
stream areas, for elevated lands are subject to erosion and not 
to deposition. During the lower Devonian, fresh-water arthro- 
diran and acanthodian armored fishes were preserved as fossils, 
but a few from the Rhineland were now changed toward a 
marine existence, for example, the shark-like stegoselachians, 
arthrodires, and heterostracans that were ancestral to the marine 
forms of the later Devonian. 

Thus, while “life” may have been cradled in the sea, geology, 
biochemistry, physiology, and morphology with one accord 
designate fresh water as the ancestral home of the early verte- 
brates. Perhaps some prevertebrate animal, through many 
generations, gradually left the primeval salt water and invaded 
fresh water, evolving the glomerulus meanwhile and later the 
armor and other features. The vertebrate kidney tubules may 
represent salvaged segmental reproductive coelomoducts put 
to a new use, and comparative embryology indicates an external 
glomerulus ministering directly to the coelom may have pre- 
ceded the internal glomerulus. At all events, the early armored 
fish was already possessed of a glomerulus. 

Dr. Smith emphasizes commendably the value of comparative 
physiology in broadening our horizon with respect to man, and 
he points to historical personages whose studies were compara- 
tive. One may comment on anatomy in a similar vein. Vesalius, 
a native of Brussels, Belgium, was the founder of the Paduan 
anatomic tradition, which was comparative. His contemporary 
and compatriot Spigelius (also of Brussels) was the destroyer of 
this tradition, and his evil example was followed until about two 
centuries later. This meant that human anatomy was reduced to 
a mere medical discipline and ceased to be a true science. The 
recovery from this was belated, and some scars remain. 


HowarbD H. HILLEMANN, Ph.D. 
712 N. 26th St., Corvallis, Ore. 


Dr. Hillemann’s letter was referred to Dr. Smith for comment, 
and his reply follows.—Eb. 


To the Editor:—Dr. Hillemann’s citation of Henry Power's de- 
scription of the capillary circulation in 1649 is a welcome cor- 
rection. May I take this opportunity to correct another misstate- 
ment of mine concerning Malpighi: only after I wrote the article 
referred to (J. A. M. A. 153:1512-1514 [Dec. 26] 1953) did I 
peruse Malpighi’s paper on the kidney carefully enough to dis- 
cover that he failed to recognize that his renal corpuscles were 
composed of the capillaries that he had described to Borelli a 
few years before. Never once in this paper does he mention the 
minute “tubes” that he saw in the lung of the frog. 


HomER W. Situ, Sc.D. 

Department of Physiology 

New York University College of Medicine 
New York. 


RADIATION THERAPY OF TUBERCULOSIS 
OF HILAR LYMPH NODES 


To the Editor:—For many years tuberculosis of the hilar lymph 
nodes has been considered to be an unimportant, self-regressing 
entity. Recent studies, however, have shown that hilar nodes are 
a dangerous and persistent source of complications. It behooves 
us to treat this condition early and effectively. We are all familiar 
with the relatively poor response of tuberculosis of the cervical 
lymph nodes to antimicrobial agents. Surgery and radiotherapy 
are the current forms of treatment. There is no reason to suppose 
that hilar lymph nodes should respond any more favorably than 
cervical nodes. It may be that long term isoniazid therapy will 
have a beneficial result on tuberculosis of the hilar nodes. 
Russell, in a recent study, has shown that parenchymal pul- 
monary lesions are sterile after 15 to 18 months of treatment 
with isoniazid. He admits, however, that these lesions look 
worse during the first 12 months, and he has no information 
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regarding the pathological changes in hilar nodes during isoniazjq 
therapy. There is much doubt that significant changes in lymph 
nodes result from the administration of isoniazid. Middlebrook 
feels that tuberculous adenitis is one of the major obstacles to 
the complete effectiveness of isoniazid therapy, owing to the 
harboring of isoniazid-resistant bacilli. 

Amberson (Textbook of Medicine, ed. 8, edited by R. L. Cecil 
and R. F. Loeb, Philadelphia, W. B. Saunders Company, 1951), 
referring to the treatment of tuberculosis of mediastinal and 
bronchopulmonary nodes, says that roentgen ray therapy has 
been tried, “but usually is ill-advised because of the Possibility 
of aggravating necrosis.” In similarly elusive terminology Port. 
mann (Clinical Therapeutic Radiology, New York, Thos. Nelson 
& Sons, 1950) states that radiologists fear that excessive or in- 
judicious x-ray treatment may cause a breakdown of the local 
lesion resulting in dissemination of the tuberculosis. It is for this 
reason that roentgen ray treatment of tuberculosis has fallen 
into disrepute. Mayer (Radiation and Climatic Therapy of 
Chronic Pulmonary Diseases, Baltimore, Williams & Wilkins 
Company, 1944) questions whether pulmonary tuberculosis can 
be treated with x-rays. He says that exudative lesions cannot be 
exposed with safety to x-rays. Indolent fibrotic lesions may be 
stimulated to some healing, but harm may result owing to diffi- 
culty in controlling their action. These authorities couch their 
terms in generalities and quote no experimental data. The litera- 
ture is devoid of factual material on this subject. The truth of 
the matter is that it has never had an adequate trial. What little 
work was done concerned the treatment of parenchymal pul- 
monary phthisis, with little attention being given to the hilar 
nodes. The serious nature of nodal disease was little appreciated, 
While most observers vaguely felt that radiation therapy was 
dangerous in tuberculosis, favorable reports appeared as early 
as 1907, 

What, then, is the rationale for considering radiation therapy 
in tuberculosis of the hilar nodes? The literature is replete with 
favorable reports on the x-ray treatment of tuberculous cervical 
lymphadenitis. Intermittent, low-dosage radiation produces rapid 
regression of involved nodes in most cases. In the experience of 
some investigators it gives permanent results with fewer recur- 
rences and less scarring and sinus formation than does surgery. 
With recent advances in pinpointing x-rays, we might anticipate 
that irradiation to mediastinal lymph nodes would most effec- 
tively strike these glands. It is true that some of the pulmonary 
parenchyma would receive a portion of the radiation. However, 
the relatively small doses required to cause nodal regression 
would hardly cause a radiation pneumonitis. Neither is pul- 
monary fibrosis a common complication of such therapy. The 
heart is relatively insensitive to radiation, and in the dosages 
anticipated even the growing spine of a young child would suffer 
no permanent damage. It has been said that roentgen irradiation 
of tuberculous nodes produces fibrosis and encapsulation but 
neither removes nor hastens the absorption of caseous material, 
and also that it causes reactivation of tuberculosis at other sites. 
The former statement is open to much dispute, and the latter is 
lacking in proof. 

Levine is of the opinion that bronchial compression can be 
relieved by low-dosage radiation, which would destroy only the 
lymphocytes and thereby shrink the nodes. He feels that the 
danger of spread due to irradiation is negligible. Middlebrook 
feels that radiation therapy to tuberculous lymph nodes harbor- 
ing isoniazid-resistant, catalase-negative tubercle bacilli may be 
of great value. These organisms require for growth a source of 
soluble catalase and oxygen. The former, probably available only 
in necrotic tissue, is obtained from the destruction of lympho- 
cytes and the latter, from the vascular supply of the node, which 
is not often seriously impaired by the infection. Moderate-dosage 

radiation might have a twofold antituberculous effect. It would 
damage the vascular supply of the node, depriving the bacilli 
of necessary oxygen. Furthermore, it would result in the ac- 
cumulation of hydrogen peroxide (Kelly, J. F.: Radiology 47:478, 
1946), which is an effective agent against isoniazid-resistant, 
catalase-negative organisms. Possible flare-ups in the peripheral 
field of radiation could be controlled with appropriate chemo- 
therapeutic agents. An anticipated possible source of danger 
might arise from incomplete irradiation, leaving an intact nodal 
vasculature and an excess of soluble catalase deriving from 
destruction of the lymphocytes. This could result in the rapid 
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niazid multiplication of the bacilli. In order to be prepared for this If general anesthetics were more harmful to the mother and 
lymph ssible deleterious effect and, at the same time, to test the the newborn infant, I would be the first to say that physicians 
-brook hypothesis that radiation therapy of tuberculous lymph nodes should do away with the use of general anesthesia for cesarean 
sles to may be of great advantage in the total therapy of pulmonary sections. I would say the physician should tell the patient em- 
to the tuberculosis, a pilot study has been instituted at the National phatically that she must take a spinal anesthetic, as it is his 
Jewish Hospital. This is an investigation of the effects of radi- skilled judgment that this is the only anesthetic for her and her 
Cecil ation therapy on cervical lymph nodes infected with isoniazid- unborn child. As shown in our statistics, this is not the case; 
1951), resistant, catalase-negative tubercle bacilli. If this form of so why subject a woman to an anesthetic that she often does 
1 and therapy should prove to be beneficial without inducing spread not want? In my experience very few patients who have had 
y has of the disease, similar treatment of mediastinal nodes will be spinal anesthesia for surgery ask for it again. I will grant Dr. 
ibility attempted. Progress reports will be forthcoming. Taylor that the least changes take place in a fetus during a 
Port. cesarean section if spinal anesthesia is given, but this is only 
lelson FRANKLYN M. NEWMARK, M.D. true if ideal conditions are present and are maintained—and how 
or in. The National Jewish Hospital often are they obtained? If the spinal anesthesia is a failure or 
local Denver 6. a partial failure, the patient is subjected to two anesthetics; if 
r this hypotension results, and it so often does, the resultant disturbance 
Fallen ANESTHESIA, ANALGESIA, AND OBSTETRICS in maternal and fetal circulation results in anoxia far severer 
y of To the Editor:—I read with interest the article of Dr. E. S. than can occur when the mother has good ventilation and is 
ilkins Taylor, entitled “The Role of Analgesia and Anesthesia in Fetal under general anesthesia. In his article Dr. Taylor states, “When 
$ can Salvage,” that appeared in the Dec. 18, 1954, issue of THE general anesthesia was used for cesarean section it was not un- 
ot be JoURNAL, page 1481. The paragraph on anesthesia for cesarean common for the mother to receive 15 to 20 minutes of general 
y be sections was of special interest to me, as I have been for the anesthesia before delivery of the child.” I am assuming, and I 
diffi- past few years one of those anesthesiologists who do not believe hope correctly, that the greater part of this time is spent in the 
their that the anesthetic agent itself is a great factor in fetal mortality induction of the anesthesia and in preparing and draping the 
tera- in cesarean sections, the great factors being the mode of its patient for surgery. With the advent of the intravenously ad- 
h of administration, the after-care of the baby, and the condition of ministered anesthetics there is no reason why an operation 
little the fetus prior to operation as determined by the treatment cannot be started in one to two minutes after induction. No 
pul- of the complication that necessitated the section. My fears about anesthetic time should be wasted while the patient is being 
hilar spinal anesthesia for cesarean sections are supported by many painted and draped, as certainly anesthesia is not needed for 
ated, anesthesiologists and obstetricians. In the April 10, 1954, issue these procedures. Surely the psychic trauma is no greater in 
was of THE JoURNAL, page 1301, I wrote a critical analysis of an preparing a patient while she is awake than in doing an entire 
arly article by Dr. Donald W. deCarle entitled “Spinal Anesthesia operation with the patient under spinal anesthesia. 
in Cesarean Section” that appeared in the Feb. 13, 1954, issue I do not wish to give the impression that I am totally con- 

‘apy of THE JOURNAL, page 545. Among the many responses to this demning spinal anesthesia for cesarean sections. In my opinion, 
with letter, I received one from Dr. J. P. Greenhill of Chicago stating, which is borne out by our statistics, with present improvements 
ical “I hope you will continue to point out the dangers of spinal in resuscitation and care of the infants born by cesarean section 
.pid anesthesia in obstetrics to obstetricians who, as you say, are and emphasis on the formation of hyaline membrane and its 
> of much more enthusiastic about this form of anesthesia than are prevention, the average fetus’s chances of survival are as good 
ur anesthetists in general.” after general anesthesia as after spinal. The important factor, 
2 Being in charge of the anesthesia service at Columbia Hospital may I again say, is not so much the anesthetic agent as the 
ate in Washington, D. C., a hospital devoted exclusively to obstetrics after-care of the baby born by cesarean section. 

Fece and gynecology, I have had the opportunity of seeing thousands 

ary of babies born, their births being guided by the skilled hands ALLEN WIDoMI , M.D. 
er, and judgment of trained and qualified physicians. After care- C olumbia Hospital 

ion fully reading Dr. Taylor’s article, I reviewed our statistics. If our Washington, D. C. 

ul- mortality rate for patients who were under general anesthesia 

he is no greater or less than theirs for patients who were under GOLF HANDS 

es spinal anesthesia, then some other factor besides anesthesia must To the Editor:—I have observed several cases of painful, 
fer be looked for as the cause of a decrease in fetal mortality follow- swollen, tender hands caused by the sufferers’ gripping the golf 
on ing cesarean section from 19% to 8%. Our statistics may be club handle too tightly, too often, and without sufficient inter- 
jut summed up as follows. In the years 1950, 1951, 1952, and 1953, ruption. It occurs chiefly in women after the midseason of golf 
al, and 4 to Dec. 20, 1954, we have done 849 sections, in 93% and is commoner in persons who are going through or have 
ra mr the patient _— under general anesthesia. Most of the completed the menopause. If the club is gripped too tightly, 

is 7 that were done with the patient under spinal anesthesia were tension compression of muscles, nerves, blood vessels, and bones 


is caused. While the symptoms and signs are found in both 
hands, one hand is usually worse. There is pain, swelling or 
“feeling of swelling,” weakness, and stiffness, especially in the 


done by one of our staff men who prefers to operate with the © 
be patient under spinal anesthesia. In the five year period there 
were 58 fetal deaths (uncorrected), giving us a mortality rate 


1e 
1G of 6.8%. Two of the listed deaths followed postmortem cesarean morning. Spasm is common. Playing cards aggravates the pain. 
k sections in which, of course, no anesthesia was used; eliminating Water retention of the tissues may be present. Roentgenograms 
[- reese OS oe — serge meme of 6.3%. ae with simultaneous exposures of both hands on the same film may 
» on + er eee 6 eee oe ee reveal osteoporosis. A compression test on the metacarpal arch 
yf fetus of under 28 weeks, three monsters with deformities in- bones will differentiate the condition from arthritis. 

y compatible with life, and two infants with congenital anomalies In treatment, the first consideration is to increase the thickness 


of the golf club handles with rubber wrappings. The patient 
should wear unfinished calf gloves, as the ordinary golf gloves 
are too thin. Gloves may be removed for short approach shots 
and putting. The patient should also be instructed to interrupt 
the golf schedule for one week, play only nine holes at any 
one session, omit taking lessons for a period, refrain from 
extensive practice, cancel tournament play, and revise the club 
grip (the baseball grip is helpful for a while). Whirlpool baths 
are helpful, as are hot paraffin dips. Ethyl chloride sprays break 
the “pain and spasm” reflex. Salt in the diet should be kept to a 
minimum or avoided. 


“ found at postmortem examination that were incompatible with 
7 life. These last six cases are counted in our statistics, as 1 am 
assuming that Dr. Taylor’s figures are uncorrected. On com- 
paring these figures with those of Dr. Taylor, I am afraid that 
he must look elsewhere than toward anesthesia for his improve- 
ment in fetal salvage rate. 

Dr. Taylor’s statistics will not mean too much to me unless 
he breaks them down into elective and nonelective cesarean 
| sections and further separates the nonelective procedures by 

indications. With the advent of a greater supply of antibiotics, 
greater use of extraperitoneal and low cervical sections, and 
improved treatment of the toxemias of pregnancy, Dr. Taylor 
would perhaps find the indications for cesarean section are better 
defined, with the fetus undergoing less hardships of labor. 


+ te CD 


Puitie Lewin, M.D. 
55 E. Washington St., Chicago 2. 
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ARMY 


Color Television Symposium.—The Armed Forces Institute of 


Pathology, Washington, D. C., sponsored a three-day symposium 
in January to explore the feasibility of consultation by patholo- 
gists through the medium of color television. The climax of the 
meeting was a color television presentation that brought patholo- 
gists from different cities together for consultation. At the 
hospital of the University of Pennsylvania in Philadelphia, a 
surgeon performed an operation and a pathologist there ex- 
amined the tissue removed. Television cameras rushed the picture 
to pathologists in Baltimore and Washington, who assisted in the 
diagnosis. 

Television presentations, with the use of coaxial cables and 
microwaves, were received at the AFIP building from the 
Hospital of the University of Pennsylvania, from studies in 
Baltimore, and from Bethesda’s National Naval Medical Center. 
In Philadelphia, Dr. Isador Ravdin, professor of surgery, Univer- 
sity of Pennsylvania, performed an operation assisted by his son, 
Dr. Robert Ravdin; and Dr. Robert Horn, pathologist, examined 
the removed tissue. From Bethesda, the telecast included a 
teaching session on the technique of staining microscopic slides. 
Other features of the presentations included a televised clinical 
conference between pathologists, as well as a conference be- 
tween AFIP scientists and a research agency in Baltimore. 
Various industrial and medical scientists participated in the 
symposium. 


Medical Information and Intelligence Division.—A new di- 
vision, to be known as the Medical Information and Intelligence 
Division, has been created in the Surgeon General's Office. 
Formerly known as the medical intelligence branch of the pre- 
ventive medicine division, the new division had compiled medi- 
cal and sanitary data on areas outside the United States and 
coordinated all foreign liaison activities of the Surgeon General’s 
Office and class 2 medical installations. As a division, it will 
continue those former functions and will also supervise the 
security functions of the Surgeon General’s Office and provide 
medical information on foreign areas to authorized persons and 
agencies. Chief of the new division is Col. Philip W. Mallory, 
M.C. Dr. Arthur R. Turner, formerly chief of the medical in- 
telligence branch, will be technical director of the division. He 
has been employed in the Office of the Surgeon General since 
June, 1943, and is a diplomate of the American Board of Pedi- 
atrics. Dr. Raymond Seltser, who has been designated assistant 
chief, formerly served in the Army Medical Corps. 


NAVY 


New Naval Hospital on Guam.—Several hundred guests attended 
the dedication of the new permanent U. S. Naval Hospital on 
Guam, Nov. 2, 1954. The principal address was presented by 





New U. S. Naval Hospital, Guam. 


Rear Adm. Lamont Pugh, the Surgeon General, who presented 
the hospital to the commanding officer, Capt. T. F. Weinert, 
M.C. The introductory speech was given by Rear Adm. M. E. 


J.A.M.A., Feb. 5, 1955 


Murphy, commander of the naval forces in the Marianas. Als 
present were Rear Adm. J. R. Perry, Civil Engineer Corps, ang 
Mr. Ralph Keenan, vice-president of the Pacific Bridge Com. 
pany, representing the builders. The site for the hospital was 
selected after a field survey program begun in 1948. This facility 
comprises a main building with nine wings and 13 auxiliary, 
buildings; more than 38,000 tons of concrete and 160 miles of 
wire were used in its construction. Nine of the various areas of 
the facility are air conditioned. The total cost was about 
$14,500,000. 


Ammunition Depot Wants a Doctor.—The U. S. Naval Am. 
munition Depot, Hawthorne, Nev., has a vacancy for the position 
of medical officer (medicine and surgery), GS-12, at $7,040 
per annum in the medical department. Applicants must have had 
one year’s experience after graduation from medical schoo! and 
internship. Applications should be sent to the Employment 
Superintendent, U. S. Naval Ammunition Depot, Hawthorne. 
Nev. 


FEDERAL CIVIL DEFENSE ADMINISTRATION 


New FCDA Health Director.—The appointment of Dr. John 
M. Whitney as director of health services, Federal Civil Defense 
Administration, effective Jan. 17, has been announced. Dr. 
Whitney joined the U. S. Public Health Service Reserve on 
Sept. 1, 1952. After serving as medical officer of FCDA region 
3, he was transferred on Jan. 1, 1954, to the national office of 
FCDA as director of the casualty care division of the health 
office. He is a commissioned officer in the Regular Corps of 
the Public Health Service, with rank of medical director. Before 
joining FCDA, he served as health officer for the City of New 
Orleans for eight years from 1941 and was medical director for 
the Midwestern area, American National Red Cross, in 1949, 
and medical director of the Red Cross, eastern area, in 1950. 
Dr. Whitney will replace Dr. Robert H. Flinn, who has been 
reassigned by the Public Health Service to the Office of the 
Chief, Bureau of States Services, in Washington, D. C. 


VETERANS ADMINISTRATION 


Personal.—Dr. Samuel J. Muirhead, chief of professional serv- 
ices at the Lebanon, Pa., VA hospital, has been named man- 
ager of the 973-bed neuropsychiatric hospital at Salisbury, N. C., 
succeeding Dr. Louis A. Verdel, who retired in December, 1954. 

Dr. Kelso A. Carroll, assistant chief medical director for plan- 
ning of VA’s department of medicine and surgery in Washing- 
ton, D. C., will manage the VA center at Bay Pines, Fla., 


* succeeding Homer Rogers, who retired Jan. 31. 


PUBLIC HEALTH SERVICE 


Examination for Appointment of Nurse Officers—Competitive 
examinations for appointment of nurse officers to the commis- 
sioned corps of the U. S. Public Health Service will be given 
at central points over the country April 26-28. Applicants will 
be examined at the centers nearest their homes. Applications 
close April 4, 1955. Further information can be obtained from 
the Division of Personnel, Public Health Service, Department 
of Health, Education, and Welfare, Washington 25, D. C. 


Personal.—Kenneth S. Cole, Ph.D., formerly technical director, 
Naval Medical Research Institute, has been appointed chief, 
laboratory of biophysics, National Institute of Neurological Dis- 
eases and Blindness of the National Institutes of Health, 
Bethesda, Md. His new duties will involve the direction of « 
fundamental biophysical research program in the fields of 
neurological diseases and sensory disorders. 





Vol. 


on | 
loca 


ME 


ind! 
mo! 
pop 
Bal 
mo 
lan’ 
the 
The 
for 
sha 


dey 


ger 





1 955 


8. Also 
S, and 
Com. 
al was 
‘acility 
Xiliary 
iles of 
Cas of 
about 


Am- 
Sition 
7,040 
e had 
1 and 
ment 
orne, 


[ON 


John 
ense 
Dr. 
> On 
gion 
e of 
‘alth 
s of 
fore 
New 
for 
149, 
50). 
een 


the 


Vol. 157, No. 6 





COUNCIL ON MEDICAL SERVICE 








This ig the 15th in a series of studies made by the Committee 
on Indigent Care of the Council on Medical Service concerning 
local plans for medical care of the indigent. 


MEDICAL CARE FOR THE INDIGENT IN MARYLAND 


This is a study of the medical benefits available to the 
indigent and medically indigent residents of the city of Balti- 
more and the counties of Maryland. In 1954, the state had a 
population of 2,343,001, of whom 949,708 lived in the city of 
Baltimore. Although the population of the counties is slightly 
more rural than urban in distribution, the economy of Mary- 
land as a whole is primarily industrial. This is largely due to 
the range and volume of manufactures produced in Baltimore. 
The city is distinct and separate from 23 counties as is its plan 
for care of the indigent; wherever practical, the two programs 
shall be considered separately. 


ELIGIBLE POPULATION 


All persons in Maryland who are on the rolls of the state 
department of public welfare may obtain aid under the county 
or city medical care programs. These include both public and 
general assistance clients as shown in-table 1; in addition, the 
county medical care program provides for care to the medically 
indigent. For the fiscal year 1953-1954 of the 22,591 patients 
actually receiving care under the county program, 8,389 were 
medically indigent. A study of the medical care program popula- 
tion of Baltimore shows that the distribution has two peaks, 
there being more children, especially, and very old, than any 
other age groups. The Negro population contributes most to the 
great number of children, and the white population composes 
most of the old age group. 


TaBLe 1.—Maryland Assistance Recipients, June, 1954 


State 

Baltimore Counties Total 

General assistance ®...............06 1,799 428 2,227 
Pe i ce bsivndescnescedens we «hee i. serene 
Old Qge SasistaMes. .......ssccccce 5,520 5,244 10,764 
Aid to dependent children........ 12,668 5,471 18,139 
Assistance to the blind.......... 288 177 465 
Aid to the disabled............... 2,769 1,432 4,201 
Foster care of children.......... ° 2,340 1,476 3,816 


* Medically indigent excluded. 


ADMINISTRATION 


_ Whereas the medical care plans, including physicians’ ser- 
vices, differ for the counties and Baltimore, a generally uniform 
policy governs hospital care of indigents throughout the state. 


COUNTY MEDICAL PLAN 

Administration of the county medical plan is primarily at 
the local level with supervision at the state level. Headed by a 
full time medical officer, the Bureau of Medical Services and 
Hospitals, which is a division of the state department of health, 
carries out, through the counties, the policies and regulations 
enunciated by the state board of health. An advisory group, 
the Council on Medical Care, which includes representatives 
of the medical and other participating professions, is extremely 
important in assisting in the formulation of these policies and 
regulations. Supervision of county administration is carried 
out by bureau members through visits and correspondence with 
the county departments and through regional conferences and 
semiannual meetings of county health officers. The bureau 
receives reports from the county departments and bills from 
the vendors and authorizes payment through the state treasurer. 
The county departments of health administer the program under 
the direction of physicians, who are both deputy state and 





Members of the Committee on Indigent Care are: Drs. H. B. Mulholland, 
chairman, Charlottesville, Va.; E. A. Ockuly, Toledo, Ohio; Dean W. 
Roberts, Baltimore; A. J. Bowles, Seattle; E. P. Coleman, Canton, IIL; 
J. L. Lattimore, Topeka, Kan.; I. Jay Brightman, Albany, N. Y.; and 
Mr. R. M. Hilliard, consultant, Chicago. 
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county health officers appointed by the county commissioners 
with the advice and consent of the state board of health. All 
public assistance and relief recipients are entitled to medical 
care; eligibility is determined by staff members of the county 
welfare departments who notify the health departments in each 
case. Staff personnel of the county department of health deter- 
mine the eligibility of the medically indigent. 

Authorization for medical care of both indigent, i. ¢., assist- 
ance recipients, and medically indigent is a function of the local 
health department. A means test, using a maximum salary 
scale that varies for each county according to the cost of 
living, is the basis for certification of the medically indigent. 


. Clients from the welfare department automatically receive a 


card certifying them for six months; the medically indigent 
are certified for any period up to six months at the discretion 
of the local health department, usually according to the physi- 
cian’s estimate of the duration of necessary treatment. Bills are 
submitted to the county department of health, which keeps a 
permanent record for each payment and approves and forwards 
the bills to the state department of health. Hospital inpatient 
care to both indigent and medically indigent is certified by the 
county welfare departments, using for the medically indigent 
a more lenient salary scale than is used in the medical care 
program because of the greater cost of hospital care. Certifica- 
tion is good for a maximum of 30 days, after which the hospital 
must request an extension from the health department. Such 
requests are reviewed by physicians on the health department 
staff and approved when there is medical need or when the 
hospital is earnestly attempting to expedite discharges. Bills are 
submitted directly by the hospitals to the state department of 
health. About three-fourths of the patients hospitalized are 
medically indigent. In the hospital inpatient program for the 
medically indigent, the hospital is allowed to collect from the 
patient and retain 50% of such sums as are collected. The other 
50% is paid to the state. As in the medical care plan, eligibility 
for the hospital outpatient program is determined by the county 
welfare departments for the indigent and by the county health 
departments for the medically indigent; the county health 
department authorizes both on referral by a physician. Only 
those counties that match state funds participate in this pro- 
gram, and bills are received by the local health departments, 
then forwarded to the state. In recent times the legislative 
appropriations have been insufficient to meet the full need, and 
two systems have been devised and used to adjust to the 
Situation. In the first, payment to physicians and dentists has 
been prorated on the basis of the amount of funds available. 
In the second, a quota has been set that limits the number of 
persons certified for medical care. This is usually applied on a 
“first come, first served” basis, with provision for cases of urgent 
and dire medical need. 


BALTIMORE PLAN 


The Baltimore medical care plan provides for medical care 
to all recipients of welfare department assistance. It excludes 
the medically indigent who are eligible only for the city hospital 
outpatient program. The medical care section of the city health 
department administers the program in conjunction with the 
special medical care clinics in seven of the voluntary city 
hospitals. The medical care section contracts with each hospital 
for the establishment or maintenance of these medical care 
clinics; the commissioner of health, the director of the medical 
care section, and the clinic directors meet monthly to discuss 
the program. Each clinic director has considerable autonomy 
in carrying out his clinic’s share of the program, and he is 
primarily responsible to his hospital board. Clients referred by 
the department of public welfare are assigned to a clinic accord- 
ing to the location of their residence. The medical care clinic 
is notified of each assignment, and the client is sent the necessary 
information and given a specific appointment. At the clinic 
each client is given a physical examination, is given any treat- 
ment he may urgently need, and is asked to choose an outside 
physician to care for him. He is assigned to this physician or 
given another choice if this physician will not accept him. 
Both the physician and the health department are notified of 
the client’s assignment, and the physician gets a report of the 
clinic’s findings and services. 
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Each client is certified by being issued an identification card 
good for the current half year ending June 30 or Dec. 31; 
these cards are automatically renewed as long as the client 
remains on the welfare department rolls. Because of a current 
insufficiency of funds it has been necessary to establish a wait- 
ing list of those people newly eligible for public assistance. 
Immediate certification is given to those who are additional 
members of a family already on assistance or to assistance 
recipients who are nursing home residents. Inpatient hospital 
care is provided, as in the counties, to public welfare recipients 
on certification by the local welfare department. Outpatient 
hospital services are the only public source of care to the 
medically indigent of Baltimore and in addition are available 
to indigents awaiting inclusion on the city medical care plan. 
Eligibility for the outpatient services are determined by each 
of the hospitals that use income scales set up jointly by the 
city department of welfare, the state department of welfare, 
and the state department of health. Bills are sent to the state 
department of health. 


SERVICES AVAILABLE 

County Plan Services.—Clients are free to choose any private 
physician for home or office care, and, similarly, physicians may 
accept or reject patients. Physicians are not usually reimbursed 
for hospital inpatient care except for obstetric services, but 
calls are permitted to convalescent and nursing homes and 
homes for the aged. Provision is made for consultant services 
by specialists or other licensed physicians who have appropriate 
training and experience as judged by the doctor’in charge. “It 
is a principle of the program that a patient should be under 
the care of one physician at a time.” Hospital outpatient diag- 
nostic and therapeutic services are provided on the physician’s 
referral in 13 counties that match state grants. Inpatient services 
are available in accord with the physician’s orders. Dental care 
is provided with an emphasis on relatively complete services 
for children and young adults. Fluoride treatment may be given 
children aged 4 through 13 years, but the elderly patients 
receive only emergency services for relief of pain and control 
of infection. Dentures are furnished to persons 45 years old 
or younger on authorization by the county health officer. 
Dentures for patients between 45 and 65 years require recom- 
mendation by dental members of the county advisory com- 
mittee and approval by the state Bureau of Medical Services 
and Hospitals, considering such factors as the patient’s condi- 
tion and available public funds. The county health officer may 
authorize a full upper denture to patients of any age who 
possess the necessary complement of lower teeth; otherwise 
no dentures are provided persons over 65 years. 


Except for expensive experimental drugs, food and food prod- 
ucts, drug sundries, and some others, items dispensed or pre- 
scribed by physicians and dentists are available; however, 
certain medical supplies from adhesive tape and catheters to 
syringes and petrolatum are furnished. Although the board of 
health is authorized by statute to provide bedside nursing care 
for eligible persons, such care is generally available in only 
two counties. Elsewhere nursing care is subject to the avail- 
ability of personnel and is generally limited to investigation of 
applicants unable to come to the health department. The 
program does not provide for eyeglasses, except to foster 
children and to patients after cataract operations, or for such 
appliances as artificial limbs or braces. Laboratory services not 
otherwise obtainable may be furnished by physicians and 
hospitals. Physicians are not authorized to provide services for 
which there are existing state facilities; these include such 
local health department services as laboratory work (through 
the state central laboratory and 11 branch laboratories dis- 
tributed throughout the state), chest roentgenograms, venereal 
disease clinics, cancer detection clinics, crippled children’s ser- 
vices, preschool-age and school-age children dental services, and 
mental health clinics. In addition, the state operates two chronic 
disease hospitals for the indigent and medically indigent and 
is planning to build a third. The local welfare department 
determines financial eligibility; the hospital admissions board 
determines medical eligibility. State-owned Miner’s Hospital in 
Allegany County accepts both paying and nonpaying patients. 
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Baltimore Plan Services.—Physicians participating in the city 
medical care program provide essential home, office, and nurs. 
ing home care for which they are paid on a per capita basis. 
When requested by the private physician, consultant and 
specialist services are available through the medical care Clinics, 
which employ their own staff or make arrangements with the 
outpatient department of the hospital. The clinics offer each 
client a general medical examination and give treatment to 
patients requiring long-term medication, to emergency cases 
when the family doctor is not available, to patients not assigned 
to a doctor, and to difficult patients. The clinics operate five 
days a week; emergency care is available continuously at the 
accident rooms of each hospital. The hospital inpatient pro- 
gram is identical with the county plan, providing services 
comparable to those given other patients. Hospital outpatient 
services are the only source of ambulant care to the medically 
indigent of Baltimore. Most diagnostic and therapeutic services 
are given this group and those indigents not yet enrolled in the 
city medical care program. Eligibility is determined by the 
individual hospitals in accordance with income scales estab- 
lished by the city department of welfare and the state depart- 
ment of health. Dental care is limited to emergency treatment 
at the clinics. No provision is made for bedside nursing care. 

Drugs and medical supplies are available when prescribed 
by a physician and filled at a pharmacy. Unusual, expensive, 
or experimental drugs require the joint approval of the personal 
physician and a specialist in the disease being treated or the 


TABLE 2.—Physicians Participating in Maryland and Baltimore 
Medical Care Programs, by Location of Practice, 1954 


Participants 


Program and Location of Practice No. % ‘-- 
RP NG 6 n.d: sc bwwesb ee bwdinteesdeeteceses 879 Kon’ 
All counties (excluding Baltimore)............ 651 65.0 
SRR eee eee ae 112 
pe | ae set ditiagisisdeabea 55 
RE ee ee ee a 61 ata 
City program ®........ccccs ‘pucmgatitnindibadateaeik 3038 about 16.0 


* As of July 1, 1954. 
t Data not available or not meaningful. 


medical care clinic director. In an attempt to reduce the high 
cost of drugs, many of which have been shown to be unneces- 
sary or proprietaries substituted for the cheaper official 
equivalent, a formulary developed through the advisory com- 
mittee is now being readied for use by the medical profession 
and pharmacists. As in the county program, such medical 
supplies as adhesive tape and petrolatum are permitted, but when 
the cost is greater than $5 these must be authorized in advance 
by the medical care section. Glasses may be supplied through 
the clinics, but such articles as trusses and hearing aids are 
excluded from the program. The city health department main- 
tains the following clinics: prenatal, child health, school child, 
venereal disease, dental, school child eye and ear, immunization, 
and tuberculosis. In addition, inpatient and outpatient services 
are provided to indigent and medically indigent residents by the 
University of Maryland Hospital, by the Baltimore city hos- 
pitals, and, for certain specific cases, by the city department 
of public welfare. 
PROVIDERS OF SERVICE 

All physicians duly licensed to practice medicine in the state 
of Maryland, as well as those physicians residing outside the 
state, may participate in either county or city programs. 
Participation in the county plan merely requires submitting 
the appropriate bill form to the county health department. 
Participation in the city plan requires that the physician agree 
to accept clinic-referred patients, either by prior notification 
to the clinic or by acceptance of patients who choose him. 
Table 2 presents the number of physicians taking part in these 
programs. An estimated 45% of the counties’ dentists and 85% 
of the counties’ pharmacies take part in the county program. 
Any registered pharmacist may serve in the county or city pro- 
grams, and all licensed dentists may take part in the county 
program. Dental service in the city is generally restricted to 
dentists serving in the medical care clinics. 
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In 1954, 14 general hospitals in the city, 22 in the counties, 
and 9 others providing special types of care took part in the 
inpatient program for the indigent and medically indigent of 
Maryland. Hospitals in 12 counties and the 13 hospitals in 
Baltimore participated in the outpatient program. The hospitals 
of the state also provide much care for which they receive no 
reimbursement. For example, the hospitals of Allegany County 
care for many indigent patients from West Virginia and Penn- 
syivania, and Johns Hopkins Hospital receives patients from 
throughout the state who can pay little or nothing, some of 
whom are referred by the county health departments. 


PAYMENT FOR SERVICES 


County Program.—Physicians are paid on a fee-for-service 
basis: office visits, $2; home day calls, $3; and home night calls, 
$4, No reimbursement is made for hospital services, except 
obstetric services for which $35 is paid; qualified physicians 
are allowed $5, and specialists $10 for consultations. In addi- 
tion, consultants. receive a travel allowance of 30 cents per 
mile one way. Other physicians receive $1 for travel of 10 to 
15 miles one way, or $2 for travel further than 15 miles. 
Dentists are similarly compensated on a fee-for-service basis 
at a rate of $2 for extractions to a maximum of $85 for upper 
and lower dentures. The general hospitals serving in Mary- 
land’s inpatient program are paid at an inclusive per diem rate 
for each patient, based on either cost or billings to other 
patients for like services, whichever is the least amount. A 
maximum of $12 per diem applies to all the state’s general hos- 
pitals. The nine special hospitals receive per diem reimburse- 
ment at either cost or $5, whichever is the lesser amount. 
Hospitals in counties sharing in the outpatient program receive 
up to $2.50 for each patient’s visit to their dispensaries plus set 
fees for certain procedures. Pharmacists are paid the wholesale 
cost of ingredients, plus the cost of the container, plus a pre- 
scribed markup that amounts to about 30%. No payment is 
made for certain experimental drugs and other items as noted 
previously. 

Baltimore Program.—Physicians and medical care clinics 
participating in the city medical care program receive payment 
on a capitation basis. The family physician is paid $7 annually 
for each person assigned to him. Compensation is made 
quarterly, in advance. The medical care clinics receive $10 a 
year, paid quarterly, in advance, for each person assigned, but 
emergency dental care is now on a fee-for-service basis. Hospital 
inpatient services and pharmacists are reimbursed under the 
same terms as in the county program. 


TABLE 3.—Source of Funds for Public and General Assistance, 
1952 to 1953 Fiscal Year 


Total 
Expend- 
Program itures Federal State Local 
General assistance *.............. $1,609,214 $......... $ 799,098 $ 810,116 
Public assistance 

Old age assistance f.......... 5,613,661 3,506,278 1,166,636 940,746 
Aid to dependent children... 5,746,043 3,547,704 1,712,269 486,069 
Assistance to the blind ¢..... 278,036 166,024 14,715 97,297 
Aid to the disabled.......... 1,837,746 1,081,534 378,106 378,106 
Foster eare of children {.... 1,803,246 ......... 783,467 1,019,779 


Administration of all programs 2,473,309 693,231 1,436,169 433,909 


* Excludes the medically indigent. 
t Includes less than 1% for burials. 
t Local source includes $235,569, in payments by relatives. 


COST AND FINANCIAL SUPPORT 


Federal, state, and local funds contribute to the public 
welfare program as shown in table 3; the city of Baltimore 
receives nearly two-thirds of the total expenditures. No federal 
funds are used for the state programs of medical care. Both 
the county and city medical care programs are entirely state- 
financed, except that the city pays one-half the costs of 
administering its medical care plan and the participating coun- 
ties and the city pay one-half the costs of the outpatient 
Program. Table 4 shows the expenses incurred by the county 
and city medical care programs. Excluding the hospital pro- 
grams, the average payment per patient for all services of the 
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county program in 1954 was $27.73 for the indigent and $29.22 
for the medically indigent. The average cost of the city medical 
care plan in 1954, excluding administration, was $24.76 per 
person enrolled. State funds for the county, city, and hospital 
programs come from annual appropriations made by the state 
legislature, allocated over a 12 month period. In the fiscal 
year 1952 to 1953, the legislature cut $50,000 from the amount 
that had been requested by the governor for the county pro- 
gram, which was already less than the amount requested by the 
state health department. Consequently, a quota system was 
established that necessitated a waiting list of people who ordi- 
narily would have been eligible for medical care; this list has 


TaBLe 4.—Expenses for Medical and Hospital Care in 
Maryland, Fiscal Year 1953-1954 


Baltimore Counties 
Physicians’ service......... ; FE OEM $154,824 $373,521 
Hospitalization 
tintin ote dann nih bike dune $2,567,242 
I eect ce edeniahawis ——— 189,092 
ey ME IN ok cceccnveteces _— a $i~- ~ tees 
I cn cu nodatebieseuneesebine 184,797 226,740 
Ee oe ede 12,528 38,653 
I ed tek) Joe od seaderé nas - [ae #8 8 8}§6«memees 


been as high as 1,700 for one month. However, a contingency 
fund of $6,000 was created to care for emergency services. This 
system of quotas partially replaced the previous one in which 
physicians’ and dentists’ fees were reduced on a pro rata basis 
to counterbalance the insufficiency of funds. 


MEDICAL SOCIETY AND ADVISORY GROUP RELATIONSHIPS 


History—Two forces have been chiefly responsible for the 
development of the present comprehensive program of medical 
care for the indigent and medically indigent of Maryland. These 
are the hospitals and the Medical and Chirurgical Faculty of 
Maryland (the state medical society). In the early 1900's, a 
State board, later to become the department of public welfare, 
was authorized by the legislature to assist hospitals in meeting 
the deficits resulting from their services to the poor. During 
the period from 1903 to the present, standards for payment 
have been refined, standards of care have improved, and the 
state expenditures have risen from $95,000 to more than 2.5 
million dollars in annual aid to the hospitals. In 1939, after 
several years of mounting concern and discussion, the Medical 
and Chirurgical Faculty recommended that the state planning 
commission establish a special standing committee to study the 
problems of medical care affecting the citizens of the state. In 
1944, the resultant Committee on Medical Care proposed the 
essential elements of the present county medical care program, 
which were enacted into law by the general assembly of Mary- 
land at the 1945 session. By June, 1948, all 23 counties were 
participating in the program. A special subcommittee of the 
Committee on Medical Care was established in 1944 to investi- 
gate the need for and plan of the organization of a Baltimore 
medical care program. In 1947 this plan was adopted by the 
general assembly and was then supported by a resolution of 
the Baltimore city medical society urging “the physicians of 
Baltimore to cooperate with the Commissioner of Health in 
making the new work successful in the best interests of the 
people of the City.” 

Current.—Vitally important in maintaining full and official 
support of the county plan has been the Council on Medical 
Care. The Council, created to advise the state board of health in 
the formulation of policies for the administration of the plan, 
consists of 13 members representing the state medical society; 
the state board of health; the medical schools; the department 
of welfare; the hospitals; the Maryland state medical associa- 
tion; the commissioner of mental hygiene; and the nursing, 
dental, and pharmaceutical professions. The high caliber of 
its personnel, the importance of the problems placed before 
it, and the merit of its decisions have led to an almost unexcep- 
tioned adoption of its recommendations. Called together about 
eight times a year, this council has been indispensable in 
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attaining the approval and success that the county plan now 
enjoys. Provision has been made for the establishment of 
county advisory committees, consisting of representatives from 
the professions concerned with the program at the local level. 
These committees, which treat problems arising within the 
framework of the state regulations, are very valuable as a 
liaison between administrators and the providers of service. An 
example is seen in Allegany County, in which the county has 
followed committee advice to cease payment for obstetric 
services in the hospitals. Owing, however, to the success of the 
state council in providing satisfactory over-all answers for the 
problems of the program, to the very close relationship between 
most deputy health officers and the professional organizations 
and to the general stability of the program, need for these 
committees has declined so that they are active in less than 
one-third of the counties. In Baltimore, an Advisory Committee 
on Medica! Care reviews the program and makes recommenda- 
tions regarding policy to the commissioner of health. This com- 
mittee, which meets two or three times a year, consists of 20 
members appointed by the Commissioner, and represents pro- 
fessional and civic groups. The medical care clinics are advised 
by a professional committee of five or more members headed 
by the clinic’s director. Both city and state medical societies 
approve the county and city medical care plans; the medical 
profession has played a primary role in formulating both pro- 
grams and is represented in the various advisory groups. 


CRITICISM OF PROGRAMS BY MEDICAL PROFESSION 


Objection to the county plan is at a minimum, although there 
has been some resistance, mainly in those counties distant from 
Baltimore. To a large degree this consists only in a lack of 
enthusiasm, caused partly by a disapproval of “government 
medicine”; however, some complaints have been directed toward 
the restrictions imposed by the shortage of funds. Thus, some 
physicians feel that if the fees paid are to be prorated or if 
limitations and quotas are to be applied on those eligible for 
care, then the plan has little advantage over private charity, 
privately given. Some physicians, particularly specialists or 
family doctors who have few indigent patients, prefer to remain 
outside the program rather than fill out the necessary forms. 
Many physicians are concerned that drug costs account for so 
large a proportion of the program’s expenditures. The hospitals 
generally give wholehearted support to the state’s inpatient 
program even though their expenses for indigent care exceed 
reimbursement. The attitude seems to be more of enlightened 
regret than of rebellious bitterness. Organized criticism of the 
city program has come mainly from the Baltimore county (not 
city) medical association. This group, on the basis of objections 
raised by members practicing in the city, has compared its plan 
unfavorably with the county program. The society feels that 
capitation payment is inferior to fee-for-service payment be- 
cause a smaller percentage of physicians participate, per capita 
costs are higher, and “assignment” of patients is in conflict with 
complete freedom of choice. 

On the other hand, separate investigations of the matter by a 
civic group and by the city medical society have come to the 
conclusion that the present system is preferable for Baltimore. 
These studies concluded that costs would be unpredictable 
under a fee-for-service plan, whereas now they are governed 
by the number eligible for care, and that the total cost would 
probably rise because of additional administrative detail and 
unnecessary services rendered to honestly insistent patients. In 
addition, under a fee-for-service system it would be impossible 
to regulate the number of patients assigned to any one physi- 
cian or clinic and the efficacy of the system would be reduced 
by overloading some and undersupplying others. Furthermore, 
the studies conclude that adopticn of a fee-for-service plan in 
Baltimore might vitiate the cooperation between clinic, physi- 
cian, and patient, which the health department considers highly 
desirable both to the patient and the physician. It should be 
noted that the costs of the county and city programs are not 
strictly comparable because the medically indigent are not 
covered by the city program. This may help to explain the 
higher city costs, but it may also constitute a criticism of the 
Baltimore program. Due to the geographical concentration of 
the indigent in Baltimore, most of the city’s physicians are 
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effectively inaccessible, which is almost certainly the primary 
reason for the comparatively small percentage of Baltimore 
physicians participating. 

SUMMARY 

All recipients of public assistance in Maryland, including 
foster children, are eligible for medical care under the county 
or city programs. General assistance clients, including the 
medically indigent, are entitled to care under the county pro- 
grams, but the medically indigent of Baltimore are not included 
in the city plan. All clients are eligible for the hospital programs 
of the state. The county medical care plan provides home and 
office care by the physician of choice, services by the dentist of 
choice, and prescribed and dispensed drugs. Administration js 
at the county level, with supervision by the state health depart- 
ment. The county departments of welfare determine and notify 
the health departments of the eligibility of all clients except 
the medically indigent, whose eligibility is determined by the 
county health departments. The health departments issue certi- 
ficates of eligibility good for six months to all clients except 
the medically indigent who, at the discretion of the local 
departments, are generally certified for the period of their 
illness. Bills are submitted monthly, approved by the local 
health department, and forwarded to the state health department 
for payment. Hospital inpatient and outpatient care is provided 
under separate hospital programs. Eligibility of the indigent and 
medically indigent for the hospital inpatient program is deter- 
mined by the county welfare departments. 

All policies and regulations are made by the state board of 
health, whose chairman is the director of health, and carried 
out by the Bureau of Medical Services and Hospitals. Both the 
medical care plan and the hospital programs are supervised by 
this agency. The state Council on Medical Care, representing 
the medical and other professions concerned in the plan, serves 
invaluably as an advisory board, making significant policy 
recommendations that are usuatly followed by the board of 
health. Because of its active role, the council has done much to 
insure widespread support of the plan by the participating 
professions. The city plan, which supplies medical care to 
welfare clients but not to the medically indigent, is organized 
through seven medical care clinics associated with hospitals of 
the city. The city health department contracts with each clinic 
to furnish initial physical examinations, to enlist the services 
of family physicians, and to supply specialist and consultative 
services. Patients are assigned to a clinic on the basis of 
location and told to report for an examination. At the clinic 
they are assigned to the physician of their choice, provided that 
he is participating in the program, who will thereafter supply 
home and office care. Dental care is restricted to emergency 
treatment at the hospitals on a fee-for-service basis, but pre- 
scriptions .are filled at the pharmacy of the patient's choice. In 
an attempt to reduce the high cost of drugs, many of which 
have been shown to be unnecessary or proprietaries substituted 
for their cheaper official equivalent, a formulary developed 
through the advisory committee is being readied for the medi- 
cal professions and pharmacists. The city hospital programs are 
like those of the county except that the hospitals decide eligibility 
of the medically indigent for the outpatient programs. 

Reimbursement of physicians participating in the county plan 
is on a fee-for-service basis, whereas in the city it is on a capita- 
tion basis with an annual payment of $10 to the clinic and $7 
to the physician for each patient assigned, regardless of the 
services rendered. Pharmacists and dentists are paid on a fee- 
for-service basis. Hospitals are paid on a flat per diem basis, 
with a maximum of $12 and $2.50 per outpatient visit. All 
medical and hospital care programs in Maryland are supported 
by state and, in two instances, local funds. The hospital out- 
patient program is available only in those counties that pay 
half the costs. Baltimore pays one-half the administrative cost 
of its medical care program. The county and city medical care 
plans of Maryland have received much public interest and 
praise, testifying to the generally excellent coverage provided 
the indigent residents of the state. There are some limitations 
to the city plan, but these are balanced by the total program 
of comprehensive care. The state and city medical societies 
have been active in all phases of the program’s development 
and are in large measure responsible for their success. 
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MEDICOLEGAL ABSTRACTS 


Privileged Communications: Testimony Pursuant to Judge’s 
Order.—The plaintiff sued for damages for injuries arising out 
of an automobile accident. Judgment was for the plaintiff, but 
because she was dissatisfied with the amount of the damages she 
appealed to the Supreme Court of Florida. 

At the trial the defendant called as a witness the plaintiff's 
physician, who testified that certain ailments that the plaintiff 
claimed were caused by the accident actually had existed prior 
to it. The plaintiff contended that giving this testimony involved 
a breach of privileged communications, even though, before the 
physician would testify, he inquired of the court whether or not 
his testimony would constitute a breach of professional ethics 
and was assured that it would not. The Supreme Court con- 
sidered whether the testimony by the physician constituted a 
breach of a portion of the Hippocratic Oath by which the physi- 
cian promises to “keep secret” knowledge obtained “in the exer- 
cise of my profession or outside of my profession or in daily 
commerce with men, which ought not to be spread abroad... . .” 
The court held that such oath did not prevent a physician from 
testifying in court when specifically directed to do so, especially 
since such communications are not privileged in Florida. 

Accordingly, the Supreme Court affirmed the judgment for 
plaintiff. Morrison v. Malmquist, 62 So. (2d) 415 (Fla., 1953). 


Malpractice: Removal of Fallopian Tubes Without Consent.— 
The plaintiff sued the defendant surgeon for damages for the 
unauthorized removal of her fallopian tubes. From a judgment 
for the defendant, the plaintiff appealed to the court of appeals 
of Kentucky. 

The plaintiff, a minor 20 years of age, submitted to an opera- 
tion for the removal of her appendix. During the operation the 
defendant surgeon made the discovery that the plaintiff's fallopian 
tubes were full of pus, swollen, and sealed at both ends. 
Without first obtaining the consent of the plaintiff or her parents, 
the defendant removed the diseased tubes. The court of appeals 
said that, when a surgeon removes a part of a patient’s body 
without consent, he is liable in damages unless he discovers a 
serious condition of immediate peril to the patient’s life and 
health. In the latter situation, he may operate without obtaining 
the consent of the patient. The evidence in this case indicated 
that the fallopian tubes presented a dangerous condition, but it 
did not indicate that the peril was so immediate that it would 
have been dangerous to wait to obtain the consent of the parents. 
The court therefore held that the defendant surgeon should not 
have proceeded without authorization. 

Accordingly, the judgment for the surgeon was reversed and 
the case remanded for a new trial. Tabor v. Scobee, 254 S. W. 
(2d) 474 (Ky., 1952). 


Libel and Slander: Liability of Psychiatrist for Mistake of Fact. 
—tThe plaintiff sued the defendant, a psychiatrist, for damages 
arising out of an alleged libel. From a judgment in favor of the 
defendant the plaintiff appealed to the United States court of 
appeals, sixth circuit. 

The plaintiff brought suit while an inmate of the Medical 
Center for Federal Prisoners at Springfield, Mo. He alleged that 
the defendant, a psychiatrist on official duty at the center, had 
pronounced him to be suffering from paresis; that the defendant 
had done so maliciously and without conducting a personal 
examination of the plaintiff; and that as a consequence he, the 
plaintiff, had been confined to an insane ward. The court of 
appeals held that a federal official, while performing his lawful 
duties, is not liable for damages in a civil action because of a 
mistake of fact made by him in the exercise of his judgment or 
discretion, even though he had acted from ulterior motives. 


Accordingly, the judgment in favor of the psychiatrist was 
affirmed. Taylor v. Glotfelty, 201 F. (2d) 51 (U. S., 1952). 
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Paternity: Admissibility in Evidence of Blood Grouping Tests; 
Conclusiveness.—_The plaintiff filed a paternity suit against the 
defendant. From a judgment for the defendant, the plaintiff 
appealed to the Supreme Court, appellate division, third depart- 
ment, New York. 

During the course of the trial, the judge ordered three separate 
blood grouping tests to be conducted on the plaintiff, her child, 
and the defendant. Two MN tests and one AB test were given. 
Each test excluded the defendant as the father of the plaintiff's 
child. The principle underlying such tests, said the court, is that 
certain properties of the blood of a parent perpetuate them- 
selves in the blood of his or her offspring in accordance with 
the mendelian law and that the results of such tests are relevant 
in the determination of whether a given child is the offspring 
of a specified adult or whether a given adult is the mother or 
father of a particular child. The results in this case definitely 
established that the defendant could not have been the father of 
the plaintiff's child. When such evidence is uncontradicted it is 
conclusive. To reject such testimony, said the court, would be to 
ignore scientific facts. 

Accordingly, the Supreme Court affirmed the judgment in 
favor of the defendant. Clark v. Rysedorph, 118 N. Y. S. (2d) 
103 (N. Y., 1952). 


Paternity: Conclusiveness of Blood Grouping Tests to Determine. 
—The plaintiff commenced a bastardy proceeding against the 
defendant. After judgment for the defendant, the plaintiff 
appealed to the superior court of New Jersey, appellate division. 

At the trial medical testimony was introduced to show the 
results of blood grouping tests conducted on the plaintiff, her 
child, and the defendant. The tests definitely established non- 
paternity. The trial judge stated that he thought the results of 
such tests were conclusive on the issue of paternity. The superior 
court acknowledged that, under statute, the results of such tests 
are admissible in evidence only when they definitely establish 
exclusion. It held, however, that the results are not conclusive. 
Further evidence on the point, such as evidence that the test 
was incompetently administered, would be properly admissible. 

The judgment for the defendant was affirmed. Ross v. Marx, 
93 A. (2d) 597 (N. J., 1952). 





MEDICAL FILM REVIEWS 








Take It Easy: 16 mm., color, sound, showing time 19 minutes. Produced 
in 1953 by the Wayne University Visual Auditory Center, Detroit, for the 
Michigan Heart Association. Procurable on purchase ($167) from Mr 
Sherman Willson, Visual Auditory Center, Wayne University, Detroit, 
or on rental ($3.25) from American Heart Association Film Library, 
13 E. 37th St., New York 16. 


This film presents a story of a housewife with a full time 
housekeeping job and a three-quarter time heart. It points out 
the fatiguing effects of housework and how this fatigue might 
jeopardize the health and life of a person with heart trouble. 
After several efforts were made to improve the living conditions 
of the family, the research program at Wayne University made 
time and motion studies to improve the household routines and 
to reduce fatigue in the housewife. A comparison between 
efficiently organized closets and cupboards and those that are 
in the usual arrangement shows that, with efficient planning, 
it is possible to save many steps and the lifting of many pounds. 
Many minutes of time are also saved. These efforts and minutes 
saved for rest allow housewives with heart trouble to live rea- 
sonably normal lives. The film is well produced and well organ- 
ized, and the photography is excellent. It should be a motivating 
influence for those persons of middle age who either have or 
may have various varieties of heart trouble that will limit their 
physical activities. The primary audience for the film would be 
adults in their middle years; however, it would also be of interest 
to physicians and younger persons who have an influence on 
adults. 
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COLLECTING AMERICANA: 
A DOCTOR-AND-WIFE HOBBY 


Everyone knows that the desire to collect is magnetic in its 
appeal; actually, it is as firmly ingrained in habitual attitudes 
as the universal desire for ownership. Men and women will 
collect anything that attracts their attention, regardless of 
whether the items serve a useful purpose. It is precisely this 
trait that furnishes the basis for thousands of hobbies. Small 
boys will frequently collect strange-looking insects and snakes 
—an enthusiasm, by the way, that generates maternal anguish— 
while their feminine counterparts will collect dolls and miniature 
household furnishings as they attempt to mimic the age-old 
urge for motherhood and homes of their own. But as the younger 
generation grows up, the boy, perhaps, to become a physician 
and the girl eventually to join him in the bonds of matrimony, 
their collecting habits are altered. The lure of collecting draws 
and directs their interests and energies into fresher, more mature 
channels. 

Oddly enough, collectors tend to gravitate in the direction of 
a few main interests, so that persons who collect unusual or 
eccentric objects are definitely in the minority. Stamps lead in 
popularity all over the world, with antiques probably occupying 
the second position. The manifold ramifications of the hobby 
of antique collecting possess sufficient elasticity to please a large 
number of tastes. Women usually favor domestic objects, for 
instance, period furniture, needlework, china, glass, jewelry, and 
quilts. Although the ownership of exceedingly fine jewelry has 
always constituted a sign of wealth, many attractive and de- 
sirable collections consisting of small, relatively inexpensive 
brooches, earrings, gold or silver charms, and fraternal emblems 
are not to be minimized. 

The memorabilia of prominent men and women, notably their 
autographs, manuscripts, books, and documents, are favorite col- 
lectors’ items, with special appeal for physicians. When interest 
in a particular personage is unrestrained, a collector frequently 
expands the scope of his collecting activities to include all sorts 
of objects, possessions, and articles presumed to have been used 
by the subject of his collecting passion. Current illustrations 
can be readily observed in the fields of politics and statesman- 
ship—Washingtoniana, Frankliniana, Lincolniana, and, more 
recently, Rooseveltiana. 

One of the most fascinating aspects of collecting Americana 
is provided by autographs. Physicians often find autographs di- 
verting and educational; from time to time autographs present 
opportunities for eventual financial profit, if the latter at all 
interests the hobbyist. In this connection, it should be pointed 
out that persons who invest in antiques or in rare manuscripts, 
rare books, and unusual autographs are occasionally well re- 
warded, especially during periods of fluctuating money values. 
When collectors are thorough and authoritatively sound in 
assembling their hobbies, they may sometimes be able to re- 
ceive a satisfactory return on the money spent for their collec- 
tions. Although an autograph is variously considered to be a 
document signed by the person from whom it emanates, a part 
or whole of a letter, or simply an independent signature, there 
is a vast difference in the degree of these items’ attractiveness 
to autograph collectors. The bare, detached signatures of cele- 
brated persons are usually thought to be of minor import; this 
is also true of routine official documents. Collectors will wax 
enthusiastic, however, about letters containing references to mat- 
ters of literary or historical interest. Such letters can be com- 
pared to fascinating excerpts from biographies and histories, for 
they frequently disclose the personalities of the writers and throw 
revealing light on the writers and the persons and events with 
which they dealt. 
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Fortunately, autograph collecting does not necessarily have 
to be a costly hobby. Letters written by famous statesmen, 
authors, scientists, composers, generals, signers of the Declara- 
tion of Independence, and even Presidents of the United States 
can often be obtained for modest sums of money. The Presi- 
dents of the United States comprise a very popular group amon g 
American autograph collectors. It is reasonably easy to acquire 
a set of presidential autographs ranging in interest and value 
from bare signatures to letters of historical importance. Some 
collectors look for autographs of regional interest; for example, 
a Texan will find the autographs of such historical luminaries 
as Sam Houston and Davy Crockett to be highly desirable. For 
collectors interested in a particular epoch, fertile soil is pro- 
vided by the American Revolution, the Civil War, the Spanish- 
American War, and World Wars I and II. Indeed, autograph 
collecting permits the novice to roam at will through history. 
All in all, collecting autographed Americana is replete with 
possibilities, not the least of which are the opportunities for 
self-expression and the study of human nature in its many 
nuances. 


Americans who collect antiques frequently devote their 
energies to 18th century Americana, paying special attention to 
furniture of that era. Antique furniture has a strong appeal for 
many physicians’ wives, especially those who admire the tradi- 
tions and heritage of our nation. Of course, some persons re- 
gard as an antique anything that has been lying around the 
house for years—in fact, ever since they were young children. 
They fondly caress the things our ancestors owned but secretly 
give thanks that they do not have to put up with the same things. 
Nonetheless, it is generally acknowledged that an article should 
be at least 75 to 100 years old in order to be classed as an 
“antique.” ‘ 

When the good ship Mayflower sailed for the shores of this 
country back in 1620, conveying bands of intrepid settlers with 
visions of a new life, several pieces of furniture were trans- 
planted from England, and these served as models for the early 
Pilgrims. As time passed and necessity mothered the spirit of 
invention, it was not long before skilled joiners among the 
colonists were turning out useful articles for the home in a 
style that differed markedly from the pieces then fashionable 
in England. Nevertheless, the vicissitudes of time and the ensu- 
ing indifference of various colonial householders, who were con- 
cerned with problems of greater moment, contributed largely to 
the disappearance of most furniture pieces produced before 1700. 
During the 18th century, however, early colonial industry, at 
least furniture-wise, received a powerful stimulus. Larger houses 
were being constructed, and the style trend for furniture was 
to become more massive. Happily, many representative 18th 
century furniture pieces are extant today, and these are available 
in items representing the Queen Anne period, the Chippendale 
period, and the less complicated styles of Hepplewhite and Shera- 
ton. It was during the Chippendale period, which lasted between 
1750 and the American Revolution, that native American crafts- 
manship came to the fore. 

A collection of American pewter provides still another attrac- 
tive field replete with numerous possibilities for newcomer 
hobbyists. Early 17th century Americans had little silverware, 
glass, pottery, or other decorative pieces. They depended mainly 
on wooden utensils, leather containers, and a few articles of 
furniture. Although pewter is seldom on display today, at one 
time it was used as a substitute for silver. Pewter combined tin 
with lead, copper, antimony, or bismuth. Early in its popularity, 
only the well-to-do displayed pewter as their main tableware, 
silver being reserved for elaborate social functions. In time, the 
use of pewter grew to universal proportions during the 18th 
century; however, when Sheffield plate captured the fancies of 
American housewives, the days of pewter soon were numbered. 
Today, pewter can be purchased from antique dealers, and it is 
an item that appears frequently on auction lists. Many collectors 
now regard early American pewter to be just as important an 
example of our heritage as anything else we have produced. 
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INTERNAL MEDICINE 


Depression of Heart by Quinidine and Its Treatment. T. R. L. 
Finnegan and J. R. Trounce. Brit. Heart J. 16:341-350 (Oct.) 
1954 |London, England]. 


Sudden collapse, sometimes followed by death, still occurs 
during the administration of quinidine. Postmortem examina- 
tions show in some patients an embolism in a vital organ, but in 
others no obvious cause of death can be found. Among 115 
patients treated with quinidine in the last six years at Guy’s 
Hospital for cardiac arrhythmias there have been one fatal and 
two severe reactions. In these three patients the main alterations 
consisted of depression of the bundle and nodal tissue with prob- 
able cardiac arrest. Other abnormalities that have been reported 
in association with severe reactions are ventricular tachycardia 
or fibrillation. With both these disorders of cardiac function there 
would be a drop in cardiac output with the attendant fall in 
blood pressure, and it is suggested that in these cases the acute 
collapse of circulation is primarily of cardiac origin. The de- 
pression of nodal and conducting tissue is compatible with the 
pharmacological actions of quinidine. The development of ven- 
tricular arrhythmias, however, is difficult to explain. There is 
no clear evidence that the combination of quinidine and digitalis 
in normal doses predisposes to ventricular tachycardia or fibril- 
lation. The authors also present the histories of 5 other of the 
115 patients in whom abnormalities in the electrocardiogram 
occurred during treatment with quinidine but in whom there 
were no signs of collapse. Furthermore, reports of more minor 
electrocardiographic changes occurring after quinidine are sum- 
marized in a table. The commonest change reported is depression 
of various parts of the heart, usually nodal or conducting tissue. 
These changes are similar to those seen in the authors’ patients 
and are in accord with the generally accepted actions of quini- 
dine. There are also a number of reports of ventricular extra- 
systoles and tachycardia unassociated with collapse. These are 
similar to the severer ventricular arrhythmias, and again their 
underlying cause is difficult to explain, although examination of 
the cardiogram in certain reported cases suggests that some are 
in fact auricular flutter with a functional bundle branch block, 
rather than a true ventricular paroxysmal tachycardia. The 
effects of quinidine on the heart of animals (rabbits) are similar 
to those found in man. There may be either depression of the 
sinuauricular node and of the conducting mechanism sometimes 
leading to cardiac arrest, or death may occur from ventricular 
fibrillation. Experimental studies seem to indicate that epi- 
nephrine (Adrenalin) would be useful clinically in restoring the 
heart depressed by quinidine. In the absence of evidence of 
embolism, the most usual cause of collapse is either cardiac 
depression and arrest or ventricular fibrillation. It is necessary 
to decide which of these cardiac abnormalities is present, as the 
injection of epinephrine into a patient with ventricular fibrillation 
might well encourage rather than relieve the abnormality. It is, 
therefore, important that any patient receiving quinidine should 
be frequently examined with the electrocardiograph. Although 
cardiac massage is the most important part of the treatment of 
cardiac arrest, unfortunately, cardiac standstill after administra- 
tion of quinidine usually occurs in the medical wards, where 
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such measures may not be practical. Intracardiac administration 
of epinephrine appears, therefore, to be the only possible treat- 
ment in most of these cases. 


The Factor of Infection in Heart Failure. F. J. Flint. Brit. M. J. 
2:1018-1022 (Oct. 30) 1954 |London, England}. 


The records of 300 patients with congestive heart failure ad- 
mitted to the City General Hospital in Sheffield between March 
17, 1952, and March 16, 1953, were reviewed, both to show 
the high incidence of respiratory infections in heart failure and 
to demonstrate the importance of such infections as the com- 
monest precipitating cause of heart failure even in patients with 
intrinsic heart disease. Evidence of bronchitis, pneumonia, or 
other respiratory infection was found in 167 patients, and in 
156 of these heart failure was immediately preceded by the 
infection, which was present on admission to the hospital and 
which had usually begun as a cold or influenza. Respiratory 
infection was of the aspiration type and appeared to be secondary 
in the other 11 patients of this group, most of whom were 
comatose. The precipitating cause of the heart failure was not 
elicited in 63 of the 144 patients in whom there was no evidence 
of bronchitis or pneumonia; even in this group, however, it was 
believed to have been precipitated by a cold or influenza. 
Bronchitis and pneumonia together were responsible for failure 
in half the cases and for death in two-fifths. The clinical mani- 
festations of respiratory infection tend to be masked by heart 
failure, and in attempting to establish a diagnosis the possibility 
of infection should be kept constantly in mind. No examination 
should be considered complete without inspection of the sputum 
to determine whether or not bronchitis, which is apt to be serious 
in patients with heart disease, is present. Death occurred in only 
42 of the 138 patients under 70 years of age with precipitating 
respiratory infections, as compared with 11 of the 18 who were 
over 70; in spite of their gravity in patients with heart disease, 
therefore, such infections should not be regarded as terminal 
events. Chemotherapy is probably more important than any 
other single item of treatment in many cases of congestive heart 
failure, especially in winter, when heart failure occurs twice as 
often as it does in summer. 


Study of the Relationships Between Scapulohumeral Periarthritis 
and Disease of the Coronaries. G. P. Vecchi and V. Rubbiani. 
Minerva med. 45:755-759 (Sept. 29) 1954 (In Italian) [Turin, 
Italy]. 


In an attempt to throw some light on the association of the 
painful syndrome of the shoulder and coronary disease, the 
authors investigated the condition of the coronaries in 48 patients, 
27 to 68 years of age, with scapulohumeral periarthritis in whom 
the condition had appeared in the left or right shoulder after a 
trauma. In many of these patients precordial pain, palpitation, 
malleolar edema in the evening, attacks of dyspnea at night, 
insomnia, and nocturia were also present. Their arterial pressure, 
pulse rate, orthodiagrams, and electrocardiograms were studied. 
The electrocardiograms, taken before and after effort, gave the 
most interesting results. The tracings were normal in 10 patients 
and typical of coronary insufficiency in 9 and of myocardial 
impairment of varying degree in 10. The irregularities in the 
electrocardiograms of the other 19 patients were not sufficient 
to exclude or admit the presence of myocardial alterations. 
However, when electrocardiograms of 12 of these 19 patients 
were taken again one year later, myocardial impairment was 
present in one of them. The authors’ study seemed to prove that 
the association of scapulohumeral periarthritis and coronary dis- 
ease is not accidental. They state that the percentage of persons 
with myocardial impairment is greater among persons with 
scapulohumeral periarthritis than among an equal number of 
healthy persons of the same age group. In some instances the 
association of the two syndromes is particularly evident because 
they occur concurrently or successively. In others in which the 
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periarthritis seems to be the only condition, the possibility that 
it may be the expression of a coronary impairment should be kept 
in mind. In the light of these concepts, patients with scapulo- 
humeral periarthritis and those who have suffered an infarct 
should be studied carefully. Further investigation of cases in 
which the two syndromes are associated may lead to the under- 
standing of the still unknown pathogenesis of scapulohumeral 
periarthritis. 


Epistaxis in Hypertension. O. H. Killen. Irish J. M. Sc. 6:427- 
446 (Oct.) 1954 [Dublin, Ireland]. 


According to Killen epistaxis is a common complication of 
hypertension and arteriosclerosis. He discusses the anatomy, 
particularly the vasculature, of the nasal cavity, and says that 
the commonest sites of hemorrhage in hypertensive patients are 
on the lateral wall and the posterior segment of the septum. He 
commonly identified a bleeding point that corresponds to the 
emergence of the sphenopalatine artery through the foramen of 
that name. Occasionally bleeding is anterior ethmoidal, less often 
it is from the region of the posterior end of the inferior turbinate, 
and more rarely it appears to issue from the distribution of the 
posterior septal branch of the long sphenopalatine artery. Hyper- 
tensive epistaxis is often considered to be spontaneous, but the 
author feels that this begs the question, and there must be at 
least two factors: a deficiency of the mucous membrane due to 
trauma of infection or atrophic change; and secondly an inter- 
ruption in the continuity of a blood vessel that could be co- 
incident with the other factor or could be spontaneous, resem- 
bling the intracranial hemorrhage commonly found in hyper- 
tensive patients. Cardiovascular epistaxis usually starts with a 
sudden and severe hemorrhage. It occurs in middle-aged and 
elderly persons, and it may be preceded by a headache that is 
rapidly relieved by the onset of bleeding. Epistaxis often occurs 
when the patient is bending or stooping; it is common to hear 
that bleeding started while the patient was washing or bed- 
making. In some cases actual rupture of the vessel may be 
brought about by mental excitement or worry or may occur 
during rest or sleep. Epistaxis in hypertensive patients may be 
salutary, provided it is arrested or ceases before the patient be- 
comes shocked. The author discusses the various therapeutic 
procedures and their application in the 73 patients with epistaxis 
associated with hypertension who were admitted to the wards of 
the Royal Victoria Infirmary, Newcastle-upon-Tyne, from Janu- 
ary, 1950, to September, 1952. Seven of these patients were re- 
admitted, making a total of 80 cases. Trotter’s treatment was 
employed in 56, packing in 16, and cauterization in 8 patients. 
In Trotter’s treatment the patient is propped well up with a 
comfortable inclination to one side, a dental prop is put between 
the teeth, he is forbidden to breathe through the nose or to 
swallow, and given a substantial dose of morphine. As opposed 
to packing, the Trotter method offers the following advantages: 
(1) complications are fewer; (2) hospitalization is shorter; and 
(3) fewer patients require transfusions, and smaller transfusions 
are required. On the other hand, it must be pointed out that, in 
most of the patients packed, Trotter’s treatment had failed. It 
is postulated that when Trotter’s treatment fails the patient 
should not have his nose packed, but if transfusion is unavailing 
the alternative should be surgical interruption of the main vessel. 


The Administration of Hexamethonium to Patients with Malig- 
nant Hypertension. J. Genest, R. Robillard, G. Tremblay and 
L. Adamkiewicz. Union méd. Canada 83:1210-1217 (Nov.) 1954 
(In French) [Montreal, Canada]. 


Malignant hypertension is a rapidly progressive, generally 
fatal, arteriolar syndrome of unknown origin characterized by 
a very high, fixed diastolic hypertension and the presence in 
the eyegrounds of papillary edema, exudates, and hemorrhage. 
It may be superimposed on such conditions as essential hyper- 
tension, glomerulonephritis or pyelonephritis, adrenal cortical 
hyperfunction (Cushing’s syndrome), repeated toxemia, peri- 
arteritis nodosa, or pheochromocytoma. The initial symptoms 
are those of heart failure and increased intracranial pressure, 
with amblyopia, anorexia, nausea and vomiting, weakness, loss 
of weight, intense headaches, pronounced dyspnea, or epigastric 
pain. Severe renal insufficiency, with albuminuria, cylindruria, 
hematuria, and marked nitrogen retention, then appears, and 





J.A.M.A., Feb. 5, 1955 


the patient’s death usually follows within a few weeks or months, 
Great advances have been made in the treatment of malignant 
hypertension since the discovery in 1948 of hexamethonium, 
which blocks the autonomic nervous system and makes it pos. 
sible to lower the arterial pressure long enough to arrest the 
malignant process and obtain its regression to the phase of 
benign hypertension. Its effectiveness was strikingly demop- 
strated in two patients with malignant hypertension, each with 
a history of chronic glomerulonephritis, who survived 11 and 
8 months, respectively, in spite of almost complete loss of kidney 
function. The diastolic pressure, which in each patient exceeded 
130 to 140 mm. Hg, was reduced to normal by hexamethonium 
in one case and by pentolinium (Ansolysen) tartrate, a hexa- 
methonium derivative, in the other. The authors’ exverience with 
these and other patients shows that one of the best methods 
of treating malignant hypertension consists of (1) prolonged re- 
duction of the arterial pressure by subcutaneous administration 
of hexamethonium, accompanied by hydralazine (Apresoline) 
hydrochloride in doses of from 75 to 600 mg. daily, if neces. 
sary; (2) a low-salt diet (less than 1 gm. of sodium chloride a 
day) without other dietary restrictions for patients without renal 
insufficiency; and (3) a diet limited to 30 or 35 gm. of proteins 
and to | to 1.5 gm. of sodium chloride for patients with nitrogen 
retention. Two of the dangers to be guarded against during 
treatment with hexamethonium are interstitial pulmonary infil- 
tration, which is rare, and paralytic ileus caused by parasympa- 
thetic blocking. Ileus may be prevented by the daily use of 
laxatives and enemas, but, if abdominal distention appears, 
hexamethonium should be discontinued and an effort made to 
reestablish intestinal peristalsis without delay. 


Respiratory Failure in Acute Chest Infections. E. K. Westlake. 
Brit. M. J. 2:1012-1018 (Oct. 30) 1954 [London, Engiand}. 


The abnormal respiratory response to chest infection often 
shown by bronchitic and emphysematous subjects may account 
for the fact that deaths from “bronchitis” in England and Wales 
have not declined during the last 10 years despite the ready 
availability of penicillin, streptomycin, and chloramphenicol. 
The sensitivity of the respiratory center in healthy subjects to 
small changes in carbon dioxide tension provides a delicate 
homeostatic mechanism for adjusting pulmonary ventilation to 
the metabolic needs of the body. The effect of respiratory in- 
fection, however, may be to increase the pulmonary ventilation 
beyond the level necessary to maintain a normal pCO: (pres- 
sure of carbon dioxide) and as a result the arterial carbon di- 
oxide content may actually be lower than normal. An unchanged 
or lowered arterial carbon dioxide content may, therefore, be 
considered a normal response to acute respiratory infection. Sub- 
jects with chronic bronchitis or emphysema, on the other hand, 
often show a grossly abnormal response, and their arterial pCO; 
on admission to the hospital may be as much as 32 mm. above 
its habitual level. This paradox of hypoventilation in the face 
of anoxemia and hypercapnia, which implies a breakdown of 
the homeostatic function of the respiratory center, may be called 
respiratory failure. Many emphysematous subjects are in chronic 
respiratory failure even when free from intercurrent respira- 
tory infection, because their arterial carbon dioxide tensions are 
permanently raised above 45 mm. Acute respiratory failure, 
however, may be precipitated by a chest infection in subjects 
whose carbon dioxide tensions are within normal limits when 
they are well. Studies of arterial blood gases and pH in 30 
patients with severe respiratory infections admitted to Hammer- 
smith Hospital between December, 1953, and April, 1954, 
showed that in 18 the initial arterial carbon dioxide tension 
was from 5 to 32 mm. higher than it was on recovery; these 
patients, therefore, may be said to have been in respiratory 
failure on admission. Accurate measurement, however, is not 
needed for the detection of respiratory failure, since its existence 
is shown by a total plasma carbon dioxide content of arterial 
blood in excess of 66 volumes, unless metabolic alkalemia is 
concomitantly present. The headache, increased intracranial 
pressure, papilledema, mental confusion, hallucinations, sweat- 
ing, myoclonic jerking, increased cardiac output, pulmonary 
hypertension, and cardiac failure that constitute the distinctive 
clinical picture observed during exacerbations of respiratory in- 
fection in bronchitic subjects can all be ascribed to acute re- 
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spiratory failure, which in its final stages leads to cardiovascular 
collapse. Treatment is based on (1) antibacterial medicaments 
to combat the pulmonary infection; (2) oxygen therapy to re- 
lieve anoxemia; and (3) relief of respiratory obstruction by the 
use of antispasmodic drugs, postural drainage, and coughing. 
Respiratory failure, however, is often rapidly progressive and 
may prove fatal before therapeutic measures have had time to 
cure the causal pulmonary condition. It is, therefore, unlikely 
that there will be any substantial decline in the over-all mortality 
from “bronchitis” until the incidence of chronic bronchitis and 
emphysema has been reduced. 


Clinical and Bacteriologic Investigations on Treatment of Pulmo- 
nary Tuberculosis with Isoniazid and Isoniazid Combined with 
p-Aminosalicylic Acid. P. Helweg-Larsen and K. N. Rasmus- 
sen. Ugeskr. leger 116:1493-1498 (Oct. 21)°1954 (In Danish) 
(Copenhagen, Denmark). 


The study is based on two years’ experience with 75 patients 
with bacillary pulmonary tuberculosis, aged from 18 to 85 years, 
treated with isoniazid. Forty-four patients were given isoniazid 
alone; 34, including 3 from the first group, received isoniazid 
in combination with p-aminosalicylic acid (PAS). Treatment with 
isoniazid alone proved to have a powerful but short-lived effect 
and was given up after a few months because of the rapidly 
developing resistance to the substance. Treatment with isoniazid 
combined with p-aminosalicylic acid was instituted to delay the 
development of isoniazid resistance, and the combined treat- 
ment was then used exclusively. The isoniazid (Rimifon) dosage 
was gradually set at 5 mg. daily per kilogram of body weight, 
apportioned in three doses. The therapeutic effect was as good 
as with higher dosage, and no side-effects were observed. From 
10 to 16 gm. of p-aminosalicylic acid was given daily, appor- 
tioned in three doses. The combination of isoniazid and p-amino- 
salicylic acid made possible continuation of treatment long 
enough so that all the patients became free from bacilli in less 
than four months. The authors advise against ambulant treat- 
ment of pulmonary tuberculosis, partly because simultaneous 
rest in bed is an important part of the treatment and partly 
because the time for and choice of possible active treatment 
calls for constant observation and presents many problems. At 
the start of treatment bacilli were demonstrated in 25 of the 
patients in group 1 and in 24 in group 2. The combination of 
isoniazid and p-aminosalicylic acid in the treatment of pulmo- 
nary tuberculosis is recommended. The treatment is simple and 
almost free from complications. Dihydrostreptomycin is reserved 
for patients with cases resistant to isoniazid and p-aminosalicylic 
acid and perhaps also for patients with a large population of 
bacilli. 


Tuberculin Sensitivity and Tuberculosis in 1,779 Nurses. G. 
Poole. Brit. J. Tuberc. 48:230-237 (July) 1954 [London, 
England]. 


Since the Queen Elizabeth Hospital in Birmingham opened 
in 1939 all nursing students, a total of 1,779, entering the pre- 
liminary training school have been Mantoux tested and given 
X-ray examination. Further roentgenograms were taken at three- 
month intervals, and efforts were made to repeat the Mantoux 
test until conversion took place. Old tuberculin was used through- 
out. When the students were 18 years of age 57% had a posi- 
tive reaction to 0.1 mg. of tuberculin, while at 25 years of age 
and over 78.5% had a positive reaction. With all ages com- 
bined, over 70% had a positive reaction to 0.1 mg. of old 
tuberculin in 1939-1940, but only 50% in 1951-1952. The ratio 
of positive reactions to the Mantoux test was about the same 
whether the nursing students did or did not have another occu- 
pation before beginning training in nursing. Combining all ages, 
61.2% with no previous occupation had positive reactions to 
0.1 mg. old tuberculin, 63.6% with some previous occupation 
had positive reactions, and 71.4% of. second-year nurses had 
positive reactions. Complete records of regular retesting were 
available for 314 nurses initially tuberculin negative; 229 or 
72.9%. converted to positive during training. Eleven cases. of 
erythema nodosum occurred; of these, six developed within a 
few months of conversion to a positive Mantoux test, two de- 
veloped soon after the commencement of training in initially 
Mantoux positive nurses, and three at intervals of 17, 20, and 





MEDICAL LITERATURE ABSTRACTS $43 







30 months after entry in nurses in whom the Mantoux test had 
initially been positive. Phlyctenular conjunctivitis developed in 
one nurse shortly after her Mantoux reaction became positive. 
Tuberculosis developed in 40 nurses during their training period; 
25 of them had initially been Mantoux negative. The case in- 
cidence was 4.5% in the nurses who had a negative Mantoux 
test when they began training but only 1.2% in those who 
initially had a positive test. The period between 12 and 18 
months after conversion to a positive reaction seems to be par- 
ticularly dangerous. The administration of BCG, which since 
1950 has been offered to all nursing students who have a nega- 
tive Mantoux test when commencing their training, seems to 
prove helpful. Routine chest x-ray examination of patients ad- 
mitted to hospital is desirable to eliminate the dangerous un- 
suspected sources of infection. 


Pathology and Treatment of Tuberculous Pleural Empyema. 
M. Valdés, E. Alonso, C. Blanco and B. Covas. Rev. clin. 
espan. 54:157-168 (Aug. 15) 1954 (In Spanish) |Madrid, Spain}. 


One hundred unselected cases of pneumothorax were ob- 
served by the author for a period of time that varied between 
four and seven years from starting of pneumothorax. A pleuro- 
lysis was made on 94 patients, either within the first three months 
in the course of pneumothorax or at any time after this period. 
Tuberculous pleural empyema developed in 21 patients out of 
94 who had pleurolysis and in one out of 6 who did not have 
the operation. It appeared within three months from starting 
of pneumothorax in 12 patients and at any time after this period 
in 10 patients. The causal factors of tuberculous pleural empy- 
ema were, in order of frequency: (1) The presence of pleurisy 
before pleurolysis, (2) the sectioning of pleural adhesions that 
were attached to the borders of the interlobular fissures, (3) the 
establishment of intrapleural pneumothorax by “forced” indi- 
cations in the presence of grave, extensive lesions, and (4) the 
difficulties of any type and degree encountered during the mak- 
ing of pleurolysis. The pathogenetic factors include the passage 
to the pleura of tubercle bacilli either from the lung or from 
pleural adhesions cut during pleurolysis. Prevention of tuber- 
culous pleural empyema depends on the prevention of pleurisy 
by early intrapleural pneumothorax and by interdiction of mak- 
ing pneumothorax under “forced” indications. Continuation or 
discontinuation of intrapleural pneumothorax if pleurisy com- 
plicates it depends on whether pleurisy appears before or after 
pleurolysis in relation to either the “forced” or “nonforced” 
type of pneumothorax. The treatment of tuberculous intra- 
pleural empyema consists of general and intrapleural adminis- 
tration of antibiotics prior to the establishment of antiseptic 
oleothorax with oleogomenol (Gomenol). The pleura is totally 
emptied by puncture and either p-aminosalicylic acid (PAS) or 
isoniazid is injected intrapleurally. p-Aminosalicylic acid is 
given first daily and then at intervals of two, three, and five 
days in decreasing doses of 24 to 4 gm. per injection. Isoniazid 
is given intrapleurally in doses of 500 mg. per injection. The 
general treatment consists of administration of streptomycin 
and isoniazid. Antiseptic oleothorax with cajuput oil has the 
following advantages: Collapse is well maintained; recurrences 
of empyema and formation of pleurogenic fibrothorax are pre- 
vented; the structure and functions of the pleura are improved; 
the collapse required can be regulated and the mediastinum can 
be fixed in proper physiological position. Antiseptic oleothorax 
with oleogomenol is reliable and of an easy technique. 


Spontaneous Pneumothorax Complicating Pneumoperitoneum 
Therapy. G. Howells. Brit. J, Tuberc. 48:222-226 (July) 1954 
{[London, England]. 


The three case histories described in this paper have two 
features that are of particular interest. Two of them are the 
first recorded cases of left-sided pneumothorax in pneumoperi- 
toneum therapy, and the three all occurred in patients in the 
same chest clinic within a period of four months. All three 
patients had advanced bilateral pulmonary lesions. Phrenic crush 
had been performed in two of the patients; in one it was on the 
same side as the subsequent pneumothorax. Previous reports 
confirm that diaphragmatic paralysis plays no part in the occur- 
rence or site of pneumothorax that complicates pneumoperi- 
toneum. The first two patients ascribed the onset of their symp- 
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toms to attacks of coughing. Some form of incident (such as 
coughing, defecation, or sudden bending) that results in a sudden 
increase of intra-abdominal pressure has been described in over 
a third of the reported cases. The incidence of this precipitating 
factor may well be higher, as in some reports this information 
is not available. In one patient there was a notable thinning of 
the inner half of the right diaphragm, but the subsequent pneu- 
mothorax occurred on the left. It is interesting that marked 
relief of dyspnea occurred in another patient after his refills. 
In fact, when it was at one time suggested that the pneumo- 
peritoneum might be abandoned, he was insistent that it should 
be maintained because of the easing of his breathing. Pneumo- 
peritoneum has, of course, been used as a treatment of emphy- 
sema. The factor of coincidence also merits consideration. 
Spontaneous pneumothorax may occur as an unusual compli- 
cation of active pulmonary tuberculosis, quite apart from 
pneymoperitoneum therapy. When it occurs in active tuber- 
culosis, it is very likely to be followed by infection of the pleural 
space with tubercle bacilli. It seems reasonable that on rare 
occasions it might be met with as a coincident but unrelated 
event in tuberculous patients who have a pneumoperitoneum. 
This must be considered as a possible explanation in one of the 
three reported cases; infection of the pleura developed rapidly 
after the onset of the pneumothorax. 


An Exophthalmos-Producing Substance in the Serum of Patients 
Suffering from Progressive Exophthalmos. B. M. Dobyns and 
L. A. Wilson. J. Clin. Endocrinol. 14:1393-1402 (Nov.) 1954 
[Springfield, Iil.]. 


A preliminary report is presented on the recent demonstra- 
tion of an exophthalmos-producing substance in the serum of 
six women between the ages of 24 and 65 with severe or pro- 
gressive exophthalmos. Fundulus, an Atlantic “minnow,” when 
injected with the serum of these patients responded with a 
measurable increase in intercorneal distance. The data obtained 
suggest that there may be some correlation between the degree 
of response in the fish and the stage and severity of the patient’s 
exophthalmos. 


Calcium as a Goitrogen. S. Taylor. J. Clin. Endocrin. 14:1412- 
1422 (Nov.) 1954 (Springfield, Ill.]. 


Two groups of rats were fed on a low-iodine diet, one group 
having 2% calcium carbonate added. For comparison, a third 
group of rats received the same diet with the addition of potas- 
sium iodide to the drinking water; this provided about 2 mcg. 
of iodine per day, which is assumed to be the normal require- 
ment of a rat. At the end of six weeks the thyroidal radioiodine 
uptake was measured at two-hour intervals. Rats maintained on 
a low-iodine diet showed hyperplasia of the thyroid, depletion 
of colloid, increased thyroid weight, and increased radioiodine 
uptake. Addition of 2% calcium carbonate to the diet enhanced 
these changes. Absorption of radioiodine from the intestine of 
rats was not inhibited by simultaneous administration of a 
diet containing calcium carbonate or as a result of its prolonged 
administration. Calcium carbonate in the rats’ diet was still 
goitrogenic when the rats were maintained on a steady normal 
intake of iodide by giving them subcutaneous injection twice 
a week of 7 mcg. of iodide as potassium iodide solution. It is 
suggested that calcium carbonate added to the diet exerts its 
goitrogenic effect in the rat by inhibiting the synthesis of thy- 
roxine in the thyroid or by increasing iodide clearance by the 
kidney. 


Of the Origin, Characteristics and Behavior of Thyroid Cancer. 
L. W. Sloan. J. Clin. Endocrinol. 14:1309-1335 (Nov.) 1954 
[Springfieid, Il.}. 


From clinical and statistical studies of 282 patients with 
thyroid cancer and 513 patients with nonmalignant nodular 
goiter operated on at the department of surgery of the Presby- 
terian Hospital in New York City, and from other statistical 
studies of the incidence of simple nodular goiter, Sloan considers 
the following statements regarding the origin, characteristics, and 
behavior of cancer of the thyroid to be valid. Cancers are found 
most frequently in otherwise normal glands. Benign and malig- 
nant neoplasms exist in an unusually high incidence in the same 
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gland concurrently, or at different times and at different sites, 
Characteristically, thyroid cancer grows slowly, and in this re. 
spect its development is similar to that of most other goiters, 
Thyroid -cancer appears to start as relatively benign growth, 
gradually becoming more malignant with age. This transforma- 
tion is not one of a benign to a malignant state, but a progres- 
sion in malignancy from the beginning and developing into one 
of the most highly malignant neoplasms known, the group 3 
anaplastic cancers. These are fatal, usually within weeks or 
months from the time they are recognized. The evidence is con- 
vincing that once a malignant neoplasm develops it becomes 
more aggressive when the critical point of malignancy is reached. 
This point appears to be when the patient is approaching the 
age of 40. In individual patients it appeared to vary according 
to the age at which it originated and the length of time it had 
existed. Highly malignant histological types are seldom found 
before the age of 39 years. Metastases, morbidity, and mortality 
increase sharply after the age of 39. The type and extent of 
treatment have far less influence on prognosis than age of the 
disease and age of the patient. Prognosis for cancer in the young 
is favorable, whatever the local findings. Prognosis for cancer 
with similar local findings later in life is unfavorable. Deaths 
occur in the young usually only after long duration of the dis- 
ease. Deaths occur in the elderly often after long duration of 
the tumor and usually relatively much sooner following diagnosis 
than in the young. Of the 282 patients with cancer of the thyroid, 
228 were women and 54 were men, a ratio of 4 to 1. In the 
group between the ages of 26 and 40 years the ratio of women 


to men was 8 to 1. In the patients over 40 years of age the © 


ratio was 3 to 1, and in children the ratio was 2 females to | 
male. Obviously, the sex factor is important, since goiter itself 
is so much more frequent in women than in men, but at the 
opposite ends of the life span the ratio of women to men in 
thyroid cancer approached each other, whereas in the middle- 
age groups the cancers occurred preponderantly in women. 


Hyperparathyroidism. J. Hellstré6m. Nord. med. 52:1429-1434 
(Oct. 14) 1954 (In Swedish) [Stockholm, Sweden]. 


More systematic investigations on the possibility of hyper- 
parathyroidism in patients with renal calcifications and concre- 
tions have shown the disease to be considerably more frequent 
than was formerly assumed. Of Hellstrém’s 56 cases since 1930 
in patients aged from 16 to 62, with average age of 46, 35 were 
diagnosed after 1950. The average duration of symptoms before 
diagnosis was eight years. Roentgenologically demonstrable 
skeletal and renal changes are the main symptoms. Skeletal 
changes were found in 13 cases, renal changes in 32, and both 
skeletal and renal changes in 11. The most characteristic skeletal 
changes appear as osteRis fibrosa generalisata; in other cases a 
more diffuse atrophy is seen. Because of skeletal changes hyper- 
parathyroidism may make its debut as a spontaneous fracture, 
as in seven cases. The renal damage consists in functional dis- 
turbances of the tubulus epithelium manifested by inability to 
excrete concentrated urine. So-called giant cell tumors occurred 
in eight cases. Increased blood pressure is frequent, even in 
mild cases and in young persons. The history often reveals 
gastroduodenal ulcer, established in eight cases. Disturbances 
in other endocrine organs are not uncommon. In some cases 
the course is fulminant; in others the patients may be in good 
general condition for years and able to work. Diagnosis re- 
quires careful study of the symptoms; roentgen examination 
of the bones and kidneys is of greatest importance, and, of the 
laboratory tests, determination of the serum calcium level is 
stressed. An increased serum calcium level testifies for hyper- 
parathyroidism, but the disease may be present when the serum 
calcium level is but slightly increased or is within normal limits; 
repeated determinations are necessary. The only rational treat- 
ment is removal of the hyperfunctioning parathyroid tissue as 
soon as diagnosis is made. Roentgen treatment results only in 
the loss of valuable time. A fairly large solitary parathyroid 
adenoma with normal location is usually readily found and ex- 
cised. Technical difficulties occur if the parathyroid adenoma 
is of small size, at an ectopic site, or included in the thyroid. 
In diffuse hypertrophy of all the parathyroid glands only from 
30 to 200 mg. of parathyroid tissue should be left. In cases 
with larger parathyroid adenoma and advanced renal injury it 
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may be advisable to leave a part of the adenoma to obviate 
the risk of renal insufficiency. The only postoperative death in 
Hellstrém’s material may be attributable to omission of this 
precaution. The immediate result of parathyroidectomy is dis- 
appearance of the hyperparathyroidism. Recalcification of the 
bones as a rule results in freedom from symptoms, even though 
roentgenologically demonstrable changes may remain. Due to 
progressive renal changes and hypertension the prognosis after 
parathyroidectomy in solitary adenoma may be unfavorable 
although the patient seems well. In diffuse hyperplasia of all 
parathyroid glands the result after parathyroidectomy is often 
incomplete on account of difficulties in removing enough of the 
parathyroid tissue. The serum calcium values do not become 
normal or if they become normal they rise again. Skeletal re- 
calcification may be followed by new destruction. In other cases 
of diffuse hyperplasia, however, considerable improvement 
occurs in the general condition and ability to work in spite of 
remaining hypercalcemia. The prognosis is graver in diffuse 
hyperplasia than in solitary adenoma. The changes in the para- 
thyroid glands in hyperparathyroidism are believed to be primary. 
The pathogenesis is unknown. 


Gastric Cancer with Extension into Duodenum: Eleven Cases. 
E. B. Montenegro, M. Bove Netto and C. A. G. Mattos. Rev. 
hosp. clin. 9:345-362 (Sept.-Oct.) 1954 (In Portuguese) [Sao 
Paulo, Brazil]. 


The authors observed, in the course of the last eight years, 216 
cases of gastric carcinoma. Eleven patients out of that nvnber 
had involvement of the duodenal wall. All of the patients were 
men. The majority were between 60 and 70 years of age and 
were observed for the first time within the first year after 
appearance of the symptoms. Marked loss of weight and epigas- 
tric pain were constant symptoms. Gastric anacidity, heart burn, 
nausea, vomiting, and other symptoms were less frequent. There 
was no relation between loss of weight, duration of the symp- 
toms, and palpability and resectability of the gastric tumor. The 
tumor was felt by palpation in five patients. The roentgen image 
of the gastric region was suggestive of duodenal involvement 
of cancer in three patients. The tumor was resectable in all 
cases. The operation consisted of subtotal gastrectomy. The 
tumor was located in the antrum and prepyloric region in nine 
patients and in the prepyloric and pyloric regions, respectively, 
in the other two cases. The histological type was adenocar- 
cinoma in six cases, globocellular carcinoma in three cases, and 
solid carcinoma in two cases. The submucosal layer of the duo- 
denal wall was involved in eight patients and the other layers 
of the wall in the remaining three patients. In all cases the 
involvement of the duodenal wall was through the lymphatic 
route. Three patients died in the postoperative period, two from 
peritonitis and one from necrosis of the head of the pancreas, 
a condition that was discovered at autopsy. Three patients re- 
fused to answer follow-up questions; two were in good health 
three months after the operation; one had a biliary fistula two 
months after; another had a palpable tumor and gastric dis- 
orders seven months after the operation; and still another was 
in a grave condition with a palpable tumor in the epigastrium 
13 months after the operation. Diagnosis of duodenal involve- 
ment in cases of gastric cancer should be made by microscopic 
examination of the prepyloric or duodenal regions removed with 
the tumor. The authors advise resection of 4 to 5 cm. of the 
duodenum in all cases of gastric cancer, especially when the 
tumor is located in the antrum or in the prepyloric or pyloric 
regions. Cancer located in these regions does not respect the 
so-called pyloric blockage. 


Acute Hepatitis: Toxic or Viral? F. Steigmann, P. Schutz and 
H. Eisenberg. Am. J. Digest. Dis. 21:314-320 (Nov.) 1954 [Fort 
Wayne, Ind.]. 


Toxic and viral hepatitis are two distinct clinical entities 
having separate precipitating factors, symptoms, pathological 
Pictures, and prognoses, and, most important, different thera- 
peutic indications. An intensive study was made of 159 patients 
with hepatitis with varying degrees of jaundice. It was found 
that 54 had the toxic form of the disease and 105 the viral 
form. In the group of patients with the toxic form a significant 
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number had histories of exposure to one of the many hepato- 
toxic substances, either from ingestion or from occupational 
hazard by inhalation or skin absorption. In the group of 
patients with the viral form 47 had histories of recent trans- 
fusion of blood or blood products. The patients in the former 
group were older and appeared more ill. Their mortality rate 
was 24.1%, while that of the viral group was 7.6%. However, 
of the 14 survivors who were followed up, only 2 complained 
of weakness; this is contrasted with the fact that over 50% of 
the survivors in the group of patients with the viral form who 
attended the gastrointestinal clinic had persistent residual symp- 
toms, necessitating readmission in two cases. Pathologically, it 
appears that in viral hepatitis there is an active process pro- 
ceeding rapidly to necrosis, disappearance of the liver cells, and, 
occasionally, collapse of entire lobules. In toxic hepatitis there 
appears to be a gradual breakdown of the hepatic cells, with 
fatty infiltration and degeneration before necrosis; the asso- 
ciated or primary disease may also affect the hepatic pathology. 
Hence, in toxic hepatitis specific therapy is often applicable, 
while in viral hepatitis, except for the prophylactic use of gamma 
globulin, the treatment is usually only supportive. The specific 
therapeutic procedures in toxic hepatitis include the use of sub- 
stances related to enzyme activity, e. g., dimercaprol (BAL) in 
hepatitis due to heavy metals, and to lipid transport, e. g., 
methionine and choline in hepatitis associated with fatty liver, 
and substances for combatting various pyogenic and other 
infections. While the advent of the wider spectrum antibiotics, 
chlortetracycline (and oxytetracycline, and of corticotropin and 
cortisone has somgwhat modified the treatment of both types 
of hepatitis, the best results are still obtained in patients with 
toxic hepatitis. 


Familial Intestinal Polyposis with Pigmentation: Two Addi- 
tional Cases. W. Rankin and A. P. Laird. Glasgow M. J. 35: 
254-257 (Oct.) 1954 [Glasgow, Scotland]. 


The first of the two cases concerned a 6-year-old boy who 
was hospitalized for investigation of abdominal pain and re- 
peated small hematemesis. Numerous investigations were 
carried out to exclude such conditions as congestive spleno- 
megaly (Banti’s disease) and peptic ulcer. Anemia was improved 
by blood transfusion and intravenously given iron therapy. A 
barium series was done but was inconclusive. Abdominal pal- 
pation revealed a left-sided mass not quite epigastric in loca- 
tion, contractile on palpation, and accordingly it was decided 
that surgical intervention was necessary. The third part of the 
duodenum and 9 in. (22.9 cm.) of the jejunum were found to 
be occupied by a tumor mass lying within the intestinal lumen. 
An extensive resection of intestine was required. Histological 
examination of the sessile polypoid tumor revealed that it was 
a mucous papilloma. The boy had circumoral melanin spots on 
the face, the lips, the buccal mucosa, and on the dorsal aspect 
of the fingers of both hands. The family history revealed that 
the child’s father had also had intestinal polyposis. He had 
been operated on twice for intestinal obstruction at the age of 
31 years. Polypoid tumors of the upper part of the descending 
colon and in the sigmoid were noted. Clinical examination of 
the father demonstrated that he also fitted into this syndrome. 
Pigmentation was noted on the lower lip and melanin spots 
were present on the face and on the dorsum of the left foot 
and its second toe. He recalled that he had been heavily freckled, 
but at the age of 28 years the freckling had more or less 
disappeared. 


Oral Treatment of Pernicious Anemia with a Compound Con- 
taining Vitamin B,,. and Pyloric Mucosa. H. Briicher. Deutsche 
med. Wchnschr. 79:1726-1728 (Nov. 12) 1954 (In German) 
[Stuttgart, Germany]. 


The dragées that Briicher used in the oral treatment of pa- 
tients with pernicious anemia contained 5 mcg. of vitamin Bis 
and 130 mg. of powdered pyloric mucosa. The evaluation of 
the hematopoietic effect of a preparation during maintenance 
therapy is difficult, because a satisfactory hematological status 
sometimes persists for years after it has been once restored to a 
satisfactory level. For this reason Briicher used the oral prep- 
aration not only in the maintenance therapy of 20 patients in 
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whom satisfactory blood picture had been established once but 
also in 7 patients in whom pernicious anemia had just been 
discovered and in whom the diagnosis had been verified by 
examination of the blood, bone marrow, iron content of the 
serum and of the gastric juice. The therapeutic effect was veri- 
fied on the basis of changes in the numbers of reticulocytes and 
erythrocytes, of the hemoglobin value, of bone marrow exam- 
inations, and in a few cases by control examinations of the 
serum iron content. The oral administration of the compound 
containing vitamin Bi. and powdered pyloric mucosa produced 
satisfactory results in previously untreated patients with per- 
nicious anemia. Complete normalization of the bone marrow 
was obtained in all cases. Subsequent injection of large doses 
of vitamin B.. never induced a renewed reticulocytic crisis. A 
dose of two tablets daily of the combined preparation was 
adequate for maintenance therapy. 


The Serum Vitamin B,, Concentration in Pernicious Anemia. 
A. A. Lear, J. W. Harris, W. B. Castle and E. M. Fleming. J. 
Lab. & Clin. Med. 44:715-722 (Nov.) 1954 [St. Louis]. 


This paper presents recent results of microbiological assays of 
vitamin B.s in serum with Euglena gracilis var. bacillaris. Assays 
of serum vitamin B. content were done on normal subjects, on 
patients with pernicious and other nutritional macrocytic 
anemias, and on patients with other miscellaneous conditions. 
The mean total serum vitamin Bus level in 20 normal subjects 
was 532 micromicrograms per milliliter; all had free vitamin 
B.: present. In 33 patients with pernicious anemia in relapse 
it was 39 micromicrograms per milliliter, and no free vitamin 
Biz was detected. Twelve patients with megaloblastic anemia 
‘who subsequently responded to folic acid therapy had levels 
within the normal range and a mean of 307 micromicrograms 
per milliliter. Sulfonamide derivatives may be present in serum 
in concentrations that can inhibit Euglena growth; this inhibitory 
effect may be abolished by p-aminobenzoic acid added in vitro. 


SURGERY 


Some Physiologic Concepts of Hypothermia and Their Appli- 
cations to Cardiac Surgery. W. G. Bigelow, W. T. Mustard 
and J. G. Evans. J. Thoracic Surg. 28:463-480 (Nov.) 1954 
[St. Louis]. 


According to Bigelow and co-workers the oxygen consump- 
tion steadily declines with a fall in body temperature, provided 
the shivering reaction is carefully controlled and the arterial 
oxygen saturation maintained; at 20 C (68 F) it is about 15% 
of normal. The picture on rewarming is much the same, with 
a similar gradual increase in oxygen consumption as the body 
temperature rises. There is a gradual fall in blood pressure in 
the initial stages of cooling and a more rapid decline below 
a body temperature of 24 C (75 F). The heart rate and cardiac 
output show a more progressive fall during cooling. The cardio- 
vascular state returns to normal on rewarming. The electro- 
cardiographic tracings show typical changes and revert to normal 
on rewarming. Since ventricular fibrillation or cardiac stand- 
still invariably occur if the body temperature is reduced to too 
low a level, a knowledge of cardiac resuscitation is imperative. 
The reduction in oxygen requirements of the body produced by 
general hypothermia not only allows the surgeon greater leeway 
in dealing with poor-risk cardiac patients but permits him to 
interrupt the circulation for a longer period of time than would 
be possible at normal body temperature. The application of this 
principle to intracardiac surgery is limited at the present time 
by the fact that for complicated anomalies such as transposi- 
tion of great vessels, tricuspid atresia, and total anomalous 
pulmonary venous drainage, and for interventricular septal 
defects, including Eisenmenger’s complex and tetralogy of 
Fallot, body temperatures of 20 to 15 C (68 to 59 F) are likely 
to be required, while body temperatures below 24 C (75 F) 
are poorly tolerated. At the General Hospital and the Hospital 
for Sick Children in Toronto, Canada, 21 patients were operated 
on with the use of hypothermia at temperatures ranging from 
20 to 31 C (68 to 88 F). Both cooling blankets and cold-water 
baths were used for cooling. The authors’ technique of cooling 
involved the use of preoperative administration of prometha- 
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zine (Phenergan), chlorpromazine (Largactil) (10-[y-dimethyl- 
aminopropy]]-2-chlorophenothiazine hydrochloride), and meperi- 
dine (Demerol) hydrochloride. Of the 21 patients, hypothermia 
was used to allow intracardiac exposure, with interruption of the 
circulation in 5. In one of these five patients, a 1-year-old child, 
a total anomalous pulmonary venous drainage was corrected 
successfully by anastomosing the common pulmonary venous 
trunk to the waist of the left auricle; the child survived tota] 
interruption of the circulation for six minutes and obtained 
pronounced improvement. The other four patients with tricuspid 
atresia, pulmonary atresia, and pulmonary stenosis did not 
survive. Hypothermia was used as an adjunct in poor-risk cardiac 
surgery in the remaining 16 patients, 10 of whom were adults 
and 6 children. There were four operative deaths. In addition, 
one patient with mitral stenosis died in the postoperative period 
and two of the patients with congenital heart disease died one 
and two months, respectively, after the operation. The 16 pa- 
tients represent a group of cases, however, in which operation 
at normal body temperature would have either been contra- 
indicated, or in which a much higher mortality would have 
been expected. Although the number of patients reported on 
is too small for definite conclusions, it is the authors’ firm 
impression that using hypothermia as an adjunct makes opera- 
tion possible in some otherwise terminal heart cases. 


The Surgery of Infundibular Pulmonic Stenosis with Intact 
Ventricular Septum (A Type of “Pure” Pulmonic Stenosis), 
R. P. Glover, T. J. E. O’Neill, H. Gontigo and others. J. Thoracic 
Surg. 28:481-503 (Nov.) 1954 [St. Louis]. 


The occurrence of pulmonic stenosis of the infundibular type 
is reported in four girls and two boys between the ages of 3 
and 13 years in whom the ventricular septum was intact. 
Pulmonic stenosis (valvular, infundibular, or combined) in the 
presence of an intact ventricular and atrial septum is referred 
to as pure pulmonic stenosis. Half of the patients gave a 
history of “squatting.” Easy fatigability and dyspnea on exer- 
tion were the major complaints in all but one patient. There was 
no apparent relation between the height of the pressures in 
the right ventricle and the severity of symptoms. Pain in the 
precordium, cyanosis, and early clubbing were each noted on 
one occasion. There was moderate polycythemia in two patients 
and mild polycythemia in one. Growth and nutritional status 
were mildly impaired in two patients. In all patients the systolic 
murmur was loudest either in the second or third left inter- 
space and the thrill was palpable along the upper left sternal 
border. The second sound in the pulmonic area was pure and 
diminished in every case. Right ventricular hypertrophy was 
observed by roentgenograms in all patients, but the cardiac area 
was increased in only two; these were those who presented 
evidence of right atrial enlargement. Right axis deviation and 
evidence of right ventricular hypertrophy were seen in all elec- 
trocardiographic tracings. Cardiac catheterization was carried 
out in all patients; the pressures in the right ventricle were 
moderately to markedly elevated in five. The pulmonary artery 
was entered in three patients, and in these the pressure was 
either normal or decreased. The diagnosis of pulmonic stenosis 
was made on the basis of right ventricular hypertension and a 
diminished pressure in the pulmonary artery in those patients 
in whom the pulmonary artery was entered. In the remaining 
three patients the diagnosis was suggested by a combination of 
the clinical and laboratory findings, including right ventricular 
hypertension and roentgenographic evidence of a decreased 
pulmonary blood flow. The presence of an intact ventricular 
septum was assumed from the oxygen studies that revealed 
an absence of any left-to-right shunting at the ventricular level. 
The finding of a systolic pressure in the right ventricle signifi- 
cantly higher than the systemic systolic pressure gave additional 
support to the presence of an intact ventricular septum in three 
cases. The infundibular location of the stenosis was suggested 
by (1) the finding of a pressure gradient as the catheter was 
withdrawn from the pulmonary artery, and/or infundibulum, 
(2) difficulty in catheterizing the pulmonary artery, (3) concavity 
of the conus or absence of poststenotic dilatation, and (4) 
localized angiographic evidence of a small pulmonary artery 
with infundibular irregularities. The mortality from direct intra- 
cardiac valvotomy and infundibular resection varies consider- 
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ably with the type of malformation for which they are used. 
Whereas in 60 patients with tetralogy of Fallot operated on by 
the authors the over-all mortality was 20%, there was no single 
death among 25 patients with pulmonic stenosis and intact 
ventricular septum operated on, including the authors’ 6 pa- 
tients with infundibular stenosis and 19 with pure valvular 


stenosis. 


Clinical and Surgical Aspects in Patients with Mitral Stenosis. 
K. Braun, H. Milwidsky, G. Izak and S. Schorr. Harefuah 47: 
141-142 (Oct. 1) 1954 (In Hebrew, with abstracts in English 
and French) [Jerusalem, Israel]. 


This report reviews observations on 35 patients with mitral 
stenosis who were selected to demonstrate the correlation be- 
tween the clinical, physiological, and surgical findings. Whereas 
the diagnosis of mitral stenosis is generally not difficult in the 
typical case, additional physiological investigations determine 
the severity of the hemodynamic alterations in the pulmonary 
circuit. The following data were obtained by cardiac catheteriza- 
tion: pulmonary “capillary” pressure; the pressures in the 
pulmonary artery, right ventricle, and right atrium; cardiac 
output; pulmonary arteriolar resistance; and pulmonary vascular 
resistance. In order to gain additional information on the 
disturbed physiology, pulmonary function tests, ballistocardiog- 
raphy, and esophageal piezocardiography were performed. The 
use of these methods aided in the proper selection of patients 
for surgical treatment. Follow-up studies with these methods 
after operation greatly contribute to a more objective evalua- 
tion of the results of mitral valvotomy. 


Cancer of the Breast: Second Statistical Report of Results. 
D. V. Trueblood. West. J. Surg. 62:571-573 (Nov.) 1954 
[Portland, Ore.]. 


Trueblood is interested in ascertaining the value of surgery 
alone, without the addition of irradiation either before or after 
operation, in carcinoma of the breast. He presents observation 
on 200 patients with cancer of the breast in whom more than 
five years have elapsed since receiving surgical treatment. All 
were operated on by the author himself, who had reported on 
five year survivals in the first 65 of these patients in 1946. In 
the 200 patients the five year survival rate without evidence of 
cancer was 64%. Thirty per cent of those in whom the cancer 
had spread to the axilla and 70% of those in whom the axilla 
was still free from cancer survived five years without evidence 
of cancer. The author points out that simple mammectomy 
would be adequate to remove the cancer and that all other 
measures, whether surgical or radiological, are concerned with 
the removal or destruction of cancer-bearing tissue in areas 
known to receive cancer from the breast, namely, the fat, the 
fascia, the lymphatics of the axilla, and the fascia of the chest 
wall (from the latissimus dorsi to the midline over the sternum), 
as well as the fascia of the epigastrium. If x-ray therapy can 
safely give a sufficient number of doses to that entire area 
capable of destroying cancer cells, then radical surgery is never 
indicated. The author is of the opinion that such necessary 
dosage dare not be delivered to these important areas, and 
consequently he depends on surgery to remove this cancer- 
bearing tissue, rather than on radiation to destroy it. 


Partial Gastrectomy: Ten Years Later. C. Wells and I. W. 
MacPhee. Brit. M. J. 2:1128-1132 (Nov. 13) 1954 [London, 
England]. 


Of 119 patients who had partial gastrectomy for peptic ulcer 
before the early months of 1944, 75 were followed up to the 
present time. Sixty were men and 15 were women. At initial 
operation 3 had gastric ulcer, 57 had duodenal ulcer, and 6 had 
both; this information was not available in 9 instances. Gastric 
exclusion was performed in 15 patients, the pyloric end of the 
stomach being left in situ; 11 patients had the Billroth 1 opera- 
tion; 25 had partial gastrectomy of the Polya type with an 
antecolic valved type of anastomosis; and 24 had the modern 
high gastric resection with an antecolic Polya operation and a 
Finsterer-Lake valved anastomosis. The following conclusions 
were drawn. 1. With any type of anastomosis, the incidence of 
recurrent ulcer varies inversely with the extent of the gastric 
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resection. 2. With the Polya type of anastomosis, the incidence 
of bilious vomiting and associated symptoms varies directly 
with the extent of resection. 3. Serious postgastrectomy symp- 
toms may not develop until many years after the operation. 
4. If direct gastroduodenal continuity is not reestablished at 
the time of operation, hypochromic anemia is likely to occur. 
5. A more limited gastric resection combined with vagotomy 
and a gastroduodenal anastomosis may represent the most satis- 
factory middle way in the surgical treatment of peptic ulcer. 
The authors obtained good results with this method in a series 
of 25 patients, but follow-up in this series has been only three 
years. 


Twenty-Four Hour Neomycin Preparation for Intestinal Opera- 
tions. L. S. Mann, W. Schumer and A. Tomusk. J. Internat. 
Coll. Surgeons 22:602-606 (Nov.) 1954 [Chicago]. 


Nineteen patients with carcinoma of the colon or rectum 
and 15 patients with hemorrhoids, polyps, closure of colostomy, 
colectomy, appendical fistula, and diverticulitis were prepared 
for surgical intervention by the administration of 1 gm. of 
neomycin sulfate orally every four hours until a total dose of 
10 gm. of the drug had been given or a period of 24 hours 
had elapsed since administration was begun. Since neomycin 
in itself does not prepare the intestine mechanically, that is, 
it does not liquefy the stools, the patients were placed on a 
low residue diet for seven days before the operation and one 
teaspoon of a proprietary solution of sodium biphosphate and 
sodium phosphate (Phospho-soda) was given twice a day for 
one week. The Phospho-soda solution was discontinued when 
administration of neomycin was begun 36 to 48 hours before 
the operation. At the time of operation the large intestine, which 
had been prepared with neomycin, was contracted and sterile 
for aerobes, and the mucosa was not irritated. Seventeen of the 
34 patients in whom neomycin was used preoperatively did not 
receive antibiotics postoperatively; there were no complications, 
and the postoperative course was smooth. The intestine re- 
mained sterile for an average of five and one-half days after 
the operation, varying from 4 to 10 days. The other 17 patients 
were prepared with neomycin and postoperatively were given 
400,000 units of procaine penicillin G and 0.25 gm. each of 
streptomycin and dihydrostreptomycin sulfates twice daily. Five 
complications developed in this group of patients, three of 
which, i. e., sterile abscess with obstruction, prostatitis, and pul- 
monary embolus, were not attributed to the drugs. However, 
Micrococcus pyogenes enterocolitis developed in two patients; 
apparently the other antibiotics interfered with the return of the 
intestinal flora, disturbing the symbiosis and permitting an over- 
growth of M. pyogenes organisms. Antibiotics should not be 
used routinely in the postoperative management of patients 
undergoing intestinal operations after preparation of the intes- 
tine with neomycin. The postoperative use of penicillin and 
streptomycin does not increase the average duration of intes- 
tinal sterility obtained with neomycin, and may interfere with 
the return of the flora. Preoperative hospitalization is diminished 
by the use of the 24 hour neomycin regimen. 


Replacement of Lower End of Humerus with Prosthesis: Report 
of Four Cases. W. R. MacAusland. West. J. Surg. 62:557-566 
(Nov.) 1954 [Portland, Ore.]. 


MacAusland presents the histories of four patients in whom 
a prosthesis was substituted for the lower end of the humerus. 
The lesions were: a bone loss in the distal portion of the 
humerus, a long-standing intercondylar fracture that had been 
treated operatively, an ununited supracondylar fracture close 
to the joint, and a fresh comminuted intercondylar fracture. 
Examinations after a postoperative period varying from one to 
three years showed all four elbow joints to be stable, mobile, 
and painless. Discussing the technique of inserting the prosthesis, 
the author says that the elbow joint is best approached pos- 
teriorly: hereby the entire operative field is exposed. A trans- 
verse incision extending from condyle to condyle and crossing 
the olecranon is made through the skin and fascia. The freed 
tissues are dissected and the ulnar nerve is retracted. The ole- 
cranon is sawed through transversely 1 in. (2.5 cm.) from its 
tip, and the proximal fragment together with the attached 
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triceps is retracted. The capsule is incised, and the flaps are 
preserved. The distal end of the humeral stump is resected by 
means of a saw to prepare a transverse surface. The space to 
be occupied by the head of the prosthesis should measure about 
Y% in. (0.32 cm.) more in depth than the artificial head itself, 
thus creating a new joint that is slightly looser than the normal 
joint. All bone spurs are removed. A drill-hole of the same 
length as the stem of the prosthesis, but slightly smaller in 
diameter, is made in the medullary canal of the humeral shaft. 
The prosthesis, which is fabricated of nylon, is tapped into 
place, the surgeon making certain that it is tight. Flexion and 
extension movements are tested. The capsule is closed with 
interrupted sutures of chromic catgut. The olecranon fragments 
are reunited with a wood screw, this rigid fixation providing 
for early mobilization. Subcutaneous tissues are closed with 
interrupted sutures of catgut and the skin is closed with inter- 
rupted sutures of silk. After bandaging, the arm is placed in 
a posterior plaster shell. The author points out that in the 
past there was no adequate treatment for an elbow with a large 
bone defect, and disability in the form of an unstable, weak 
and painful joint was permanent. The introduction of prosthetic 
reconstruction has changed this picture of hopelessness, making 
it possible to create a new elbow that is both functional and 
painless. 


GYNECOLOGY & OBSTETRICS 


Total Extracts of the Ovary. W. Hohlweg. Zentralbl. Gynak. 
76:1089-1094 (No. 28) 1954 (In German) [Leipzig, Germany]. 


Hohlweg criticizes claims made with respect to the thera- 
peutic effects obtained with ovibion, a preparation that sup- 
posedly is an extract of the entire ovary. He reasons that such 
a total ovarian extract should contain estrogenic as well as 
corpus luteum hormones. However, in animal experiments with 
the extract in question, which Hohlweg made more than 10 
years ago, he found that it contains no measurable amounts 
of estrogenic nor of corpus luteum hormone. Clinical observa- 
tions made by Clauberg at that time corroborated the results 
of animal experiments and proved that the extract was ineffec- 
tive. It has also been claimed that this extract contains high 
molecular hormone proteins, which supposedly have a stimulat- 
ing and regulating effect on the function of the ovaries, but how 
these can be demonstrated and in what quantities they are pres- 
ent was not stated. Recently Hohlweg has made additional 
studies with the extract of the total ovary on castrated, infantile, 
and normal adult female rats as well as on infantile female 
rabbits. On the basis of these extensive animal experiments the 
total extract contains neither the afore-mentioned hormones nor 
substances that stimulate or regulate the ovarian function. Re- 
sults of the injection as well as oral administration of extracts 
of the total ovary to rats carried out by several other investi- 
gators likewise do not permit conclusions about the therapeutic 
efficacy of the afore-mentioned extract of the total ovary. The 
author also takes exception to statements according to which 
treatment with estrogenic hormones, with steroids, or with di- 
ethylstilbestrol are likely to cause complications, whereas treat- 
ment with extracts of the whole ovary do not cause such 
complications. Finally he mentions a therapeutic experiment on 
women that demonstrated that the therapeutic effects of the 
total ovary extract could be produced also with a placebo, that 
is, the effect was largely psychotherapeutic. 


Theca Cell Tumor Associated with Prolonged Bleeding During 
the Menopause and Fibromyoma of Uterus in a 69-Year-Old 
Female Patient with Signs of Rejuvenescence. K. Kléppner. 
Medizinische No. 47:1576-1577 (Nov. 20) 1954 (In German) 
(Stuttgart, Germany]. 


Kléppner describes the case of a 69-year-old, unmarried, nul- 
liparous woman, with prolonged bleeding during the menopause 
and a theca cell tumor. The youthfulness and physical vigor 
of the patient despite her advanced age were notable. She did not 
look older than a 40-year-old woman. The menopause started 
when the patient was 52 years old. Bleeding recurred at the 
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age of 68. The degree of bleeding varied, but it occurred nearly 
every day. A biopsy was performed but could be carried out 
only in the area of the cervix because of a myoma of the cervix 
that extended into the uterine cavity. The pathological findings 
were normal, but bleeding did not cease despite the administra- 
tion of Secale preparations. After 10 months of continued bleed- 
ing the patient was admitted to hospital and cauterization of the 
uterine cavity with iron chloride was done but without success. 
Laparotomy revealed an ovarian tumor the size of a billiard 
ball on the left side and a myoma of the cervix. A radical opera- 
tion was performed. Microscopic examination of the ovarian 
tumor showed hemorrhagic areas, between which the yellow- 
ish elementary substance was notable. The large light cells of 
the theca cell tumor were characterized by the lipid contents. The 
tumor cells were rich in mitosis. The uterine tissue had portions 
of a mature fibromyoma without tendency to regression. The 
adherent portions of the uterine mucosa showed glandular-cystic 
hyperplasia, resulting from the hormonal activity of the ovarian 
tumor. The patient did not show any signs of virilism. Severe 
symptoms of decreased function became apparent shortly after 
the operation. This was expected after the removal of the theca 
cell tumor because of the absence of the increased follicle hor- 
mone effect. In contrast to the view of many American workers, 
the author recommends the classification of granulosa cell and 
theca cell tumors as separate types of ovarian tumors until more 
may be known about these tumors. He quotes several German 
authors who believe that hyperplastic processes as well as in- 
creased carcinomatous growth in the area of the body of the 
uterus are to be considered as reactions of the hormonal function 
of the theca cell tumor. The follicle hormone thus may be con- 
sidered as a substance by which carcinoma may be elicited only 
conditionally. Although carcinoma of the body of the uterus 
might have been expected in the presence of long-continued 
bleeding resulting from a large theca cell tumor with consider- 
able production of hormone, it did not occur in this patient. 


Hydrocephaly as a Cause of Maternal Mortality and Morbidity: 
A Clinical Study of 304 Cases. J. K. Feeney and A. P. Barry. 
J. Obst. & Gynec. Brit. Emp. 61:652-656 (Oct.) 1954 [London, 
England]. 


Hydrocephalus is a relatively uncommon but potentially seri- 
ous complication of obstetric practice. The abnormality may 
be minor, giving rise to no trouble in labor and being diagnosed 
only after delivery. It may be moderate, in which about 10 to 
20 oz. (280 to 560 ml.) of fluid may produce an enlargement 
sufficient to cause serious dystocia. It may be major, in which 
obstructed labor is inevitable. A study of the records of two 
Dublin maternity hospitals over the 20 year period from 1932 
to 1951, inclusive, revealed that there were 304 hydrocephalic 
fetuses in 121,385 deliveries, an incidence of 2.5 per 1,000. The 
presentation was cephalic in 68% and breech in 29%. Even 
taking into account that some of the fetuses were small, macer- 
ated, and compressible, difficulty in labor occurred in 60% of 
the cases. There were nine maternal deaths. One patient was 
moribund on admission. The time of death in the others varied 
from two hours post partum to the 18th puerperal day. Failure 
of and delay in diagnosis were apparent in all cases. The diag- 
nosis of hydrocephalus is not merely a matter of laying one’s 
hands on the pregnant woman’s abdomen and of feeling the 
grossly enlarged fetal head. The degree of enlargement is seldom 
gross. Likewise, diagnosis by vaginal and radiological examina- 
tion may be difficult. There are, however, certain signs that should 
indicate the possibility of hydrocephalus; they are not all diag- 
nostic, but rather suggestive. The obstetrican should consider the 
possibility of hydrocephalus when the findings on palpation of the 
fetus do not appear to be quite normal; when the head is not 
engaged at the onset of labor or when it does not descend during 
labor in the multipara with a good history; when the lower part 
of the uterus is tender; when unexpected difficulty arises at 
any time in labor; when vaginal examination of the fetal head 
indicates an abnormality; and when the radiologist sounds a 
warning. Treatment by tap or perforation and drainage is usually 
easy to carry out. It should be performed early in labor. 
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The Normal Post-Menopausal Endometrium. J. M. McBride. 
J. Obst. & Gynaec. Brit. Emp. 61:691-697 (Oct.) 1954 (London, 
England]. 

The few investigators who have concerned themselves with 
endometrial changes in the postmenopausal phase agree that the 
endometrium does not always show a simple atrophic pattern. 
These reports deal with relatively small numbers and do not give 
much information about time relationships. Thus it is possible 
that some of the variations in endometrial pattern are associ- 
ated with residual endocrine activity near the menopause. For 
these reasons it was decided to analyze the findings in specimens 
taken from 1,521 patients at periods varying from one year to 
34 years after the menopause. Care was taken in the selection 
of the type of case studied, and all cases of functional dis- 
order were eliminated. In most cases the patient suffered from 
prolapse, and routine curettage was performed before opera- 
tion for the cure of prolapse was undertaken. In 1,315 cases 
no material beyond a little mucus was obtained at curettage. The 
various patterns found in the remaining 206 cases are discussed. 
Simple atrophy was found in 31.5% of the 206 cases in which 
endometrium was obtained for microscopic examination. The 
incidence of active hyperplasia was 12.6%, but reasons were 
adduced for the belief that this figure was artificially high. The 
majority of such cases occurred in the early postmenopausal 
years. An inactive cystic gland pattern was noted in 42.7% of 
cases; in the majority of cases it was in polyp formation. The 
investigation of uteri obtained at post mortem confirmed that 
this gland pattern was common and suggested a mechanical ex- 
planation. Histological and clinical findings did not provide any 
evidence that this gland pattern was related to endometrial hyper- 
plasia or to excessive estrogenic activity. The fact that active 
hyperplasia and endometrial polyps of cystic gland pattern occur 
in women past the menopause who have not had bleeding must 
be taken into consideration in the interpretation of the endo- 
metrial pattern encountered in cases of postmencpausal bleeding 
and in association with endometrial carcinoma. 


PEDIATRICS 


Fatal Neonatal Poliomyelitis. R. C. B. Pugh and J. A. Dudgeon. 
Arch. Dis. Childhood 29:381-384 (Oct.) 1954 [London, England]. 


The case reported by Pugh and Dudgeon concerned an infant 
who died of poliomyelitis at the age of 18 days while in hos- 
pital under treatment for ectopia vesicae and epispadias. The 
immediate postoperative period was uncomplicated, but the 
wound started to break down on the 6th postoperative day, and 
by the 11th day after operation it had completely broken down. 
When the baby was 16 days old breast feeding was begun, but 
the child was sleepy and reluctant to take the breast. The fol- 
lowing day flaccidity of the lower limbs was noted, and later 
this extended rapidly to affect the arms as well; his color was 
grayish, and there was occasional twitching of the facial muscles. 
His condition gradually deteriorated, and he died on the 18th 
day of life, about 36 hours after the onset of paralysis. The 
cause of death was not known, but the suggested clinical diag- 
noses included septicemia, cerebral hemorrhage, and adrenal 
hemorrhage; the possibility of poliomyelitis had been consid- 
ered but was rejected because of the age of the child. Exami- 
nation of the tissues from the child revealed the characteristic 
changes of acute poliomyelitis. In view of the history of paralysis 
a piece of the cervical cord was excised at autopsy and pre- 
served at -20 C. Later an emulsion prepared from this tissue 
was inoculated intracerebrally into a rhesus monkey. On the 
third day after inoculation fine tremors of the ears, severe ataxia, 
and paresis were noted. By the seventh day paralysis was evident, 
and the animal was killed on the eighth day after inoculation. 
The lesions in the brain and spinal cord of the monkey were 
essentially similar in nature and distribution to those seen in 
the child. Cases recorded in the literature show that paralytic 
poliomyelitis within the first six months of life is not as rare 
as has hitherto been thought, so that it should be included in 
the differential diagnosis. 
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Myocarditis in elitis. H. Uffacker. Arch. Kinderh. 
149:144-155 (No. 2) 1954 (In German) [Stuttgart, Germany]. 


During the 1952 poliomyelitis epidemic in Hessen 62 children 
were examined for the presence of myocarditis. In 21 of 
these children electrocardiographic studies revealed pathological 
changes indicative of myocardial disturbances. The myocardial 
changes appeared early in the course of the disease and persisted 
for several weeks or several months but caused few clinical 
symptoms. The electrocardiographic symptoms consisted chiefly 
in changes in the T waves. Acute failure of the myocardium or 
irreparable residual changes were never observed, that is, the 
prognosis was favorable and no treatment was necessary. The 
myocarditis may, however, present a threat for the patients with 
the bulbar or bulbospinal form of poliomyelitis. In these patients 
there occurs, simultaneously with the respiratory changes, circu- 
latory failure, which in turn is due to destructive changes in the 
vasomotor center. If the myocardium is already damaged at this 
time, anoxemia and circulatory collapse may result in sudden 
myocardial failure. In such cases the myocardial lesion may 
require additional treatment. 


Pseudo-Hypoparathyroidism: Description of Three Cases and 
Critical Appraisal of Earlier Accounts of the. Disease. M. E. 
MacGregor and T. P. Whitehead. Arch. Dis. Childhood 29:398- 
416 (Oct.) 1954 [London, England]. 


MacGregor and Whitehead point out that the credit for 
recognizing that the term “chronic idiopathic hypoparathyroid- 
ism” denotes at least two clinical entities belongs to Albright 
and his colleagues, who in 1942 separated off a group of cases 
that they designated as “pseudo-hypoparathyroidism.” The clini- 
cal features of pseudohypoparathyroidism are described, ex- 
amined, and contrasted with those of spontaneous hypopara- 
thyroidism. Parathyroid insufficiency, a typical physique (round 
face, short stature, and stocky build), changes in the shape of 
metacarpal and metatarsal bones, and subcutaneous calcifica- 
tion have been mentioned as characteristics of pseudohypopara- 
thyroidism, and it has been suggested that the condition involves 
three disturbances, each of which is independent of the other 
two and can lead therefore to the following abnormalities, which 
may occur in any combination: (1) disturbance of the para- 
thyroid end-organ; (2) dyschondroplasia; and (3) a propensity 
to form bone in subcutaneous tissues. When the second and 
third features are present without the first, tetany is absent and 
serum calcium and phosphorus values are normal. Such a case 
(tortuously labeled pseudopseudohypoparathyroidism) was de- 
scribed by Albright and associates in a girl who had all the 
physical features of pseudohypoparathyroidism except hypo- 
calcemia. These authors suggest that pseudohypoparathyroid- 
ism arises from the mutation of a gene that controls several 
traits, and they offer as clinical parallels the syndromes of 
ovarian agenesis and of polyostotic fibrous dysplasia, in each 
of which an endocrine disorder is accompanied by several appar- 
ently unrelated abnormalities. MacGregor and Whitehead dis- 
cuss some of the diagnostic criteria and add three new cases 
to those that had been previously reported. They survey 27 
cases. The symptomatology is varied. It may be found in child- 
hood or later that they have epilepsy, with mental backward- 
ness, dwarfism, obesity, and cataracts or with skin lesions, and 
with or without tetany. Although only one case has so far been 
reported as pseudohypoparathyroidism in the British literature, 
other reported cases may be examples. One of the three new 
cases presented here was discovered in a mental deficiency in- 
stitution, and an inquiry in some 100 mental deficiency hos- 
pitals in Great Britain brought two other cases to light. The 
authors cite figures from an American report that indicate the 
rarity of pseudohypoparathyroidism. Difficulties were encoun- 
tered in trying to reproduce the responses to parathyroid hor- 
mone that other workers obtained. The explanation of the 
difference in the response to parathyroid found by Albright and 
the response found by more recent British investigations may 
be that over the years changes have been made in the processes 
of manufacture of the extract, which have not affected its serum 
calcium-raising power but have altered its power to increase 
urinary phosphorus. The difference of response between normal 
and pseudohypoparathyroid subjects is one of the bases of Al- 
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bright’s “target-organ defect” hypothesis. This difference the 
authors have been unable to confirm. Furthermore, if the 
parathyroid gland excretes two hormones, and there is strong 
evidence for this, then there would have to be two simultane- 
ous “target-organ defects” in pseudohypoparathyroidism. The 
authors believe that some other explanation than end-organ 
insensitivity is at the root of the puzzling responses. 


Results of Electroencephalographic Examinations in Children 
with “Febrile Convulsions.” B. Bjerglund and S. Brandt. Ugeskr. 
leger 116:1423-1428 (Oct. 7) 1954 (In Danish) (Copenhagen, 
Denmark]. 


The electroencephalographic readings were abnormal in 25% 
of 129 children who had had one or more epileptiform seizures 
with fever. Abnormalities were slightly more frequent in girls 
than in boys and in the age group 3 to 4 years than in the 
younger age group and appeared oftener in children after more 
than one seizure and somewhat oftener after prolonged 
seizures. Abnormal electroencephalograms were not more fre- 
quent in children examined in the first week after the attack 
than in those examined later. The authors conclude that 
“febrile convulsions” are really epileptic seizures, in most cases 
caused by a mild form of epilepsy with so good a prognosis 
that but few of the children become epileptics as adults. 


Infantile Spastic Hemiplegia: I. Incidence. M. A. Perlstein 
and P. N. Hood. Pediatrics 14:436-441 (Nov.) 1954 [Spring- 
field, Ill.]. 


Of 334 children with spastic hemiplegia whose average age 
was 6.5 years and who were observed in the course of 10 years, 
189 were males and 145 were females, a ratio of 5 to 4. One 
hundred eighty-five (55%) had hemiplegia on the right side, 
while 149 (45%) were affected on the left. The Negro persons 
were distributed fairly randomly through the present spastic 
hemiplegic population; the insignificant differences in distribu- 
tion that occurred were thought to be related to geographical 
and socioeconomic factors and not to race per se. In 222 
(66%) of the 334 patients spastic hemiplegia was congenital, 
and in 112 (34%) the condition was postnatal; the incidence 
of postnatally acquired cases was about one-third of the patients 
reported on as compared to one-tenth of the total population 
with cerebral palsy. Of the 334 patients, 144 (43%) had con- 
vulsions; thus the incidence of convulsions in this group was 
significantly higher than that reported for the general popula- 
tion, for all types of brain injury, for mixed spastic groups, 
and for most other series of spastic hemiplegics. Congenital 
and postnatally acquired cases, convulsive and nonconvulsive 
cases, and males and females were all distributed randomly 
between the authors’ groups with spastic hemiplegia of the 
right or left side. Congenital and postnatally acquired cases, 
as well as convulsive and nonconvulsive cases, were distributed 
at random between the males and females. The patients with 
postnatally acquired spastic hemiplegia showed a significantly 
greater incidence of convulsions than those with congenitally 
acquired cases. 


Coccidioidomycosis in Children. J. L. Dennis and A. E. Han- 
sen. Pediatrics 14:481-494 (Nov.) 1954 [Springfield, IIl.]. 


Four cases of disseminated coccidioidomycosis are reported 
in two Negro boys aged 5 and 2 years, respectively, one 15- 
year-old Negro girl, and one 8-year-old white girl. The fact that 
the patients were admitted to the department of pediatrics of 
the University of Texas Medical Branch in Galveston with a 
provisional diagnosis of malignant disease, Hand-Schiiller- 
Christian disease, chronic osteomyelitis, and mediastinal lym- 
phoma, respectively, proves that the clinical manifestations 
of disseminated coccidioidomycosis may present a remarkable 
similarity to these disorders. The clinical picture produced by 
coccidioidal dissemination varies according to the sites and 
tissues concerned. There is a predilection for bone, skin, lungs, 
and meninges, but every system in the body has been involved, 
with the exception of the gastrointestinal tract. Correct causal 
identification of the manifestations of disseminated coccidioido- 
mycosis was accomplished by specific diagnostic tests, including 


coccidioidin skin test, complement-fixing antibody titer, biopsy, 
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culture, animal inoculation, and direct smear. Treatment with 
ethyl vanillate was practiced in the two younger children. The 
5-year-old boy was given 1 gm. of the drug per kilogram of 
body weight daily for eight weeks. The drug was tolerated well, 
and satisfactory blood levels of 30 to 40 mg. per 100 cc. were 
attained. The granulomatous skin lesions ceased draining and 
subsided during the course of therapy, and there was progressive 
healing of the underlying destructive bone lesions in the ulna 
and tibia. The absence of clinical relapse for three years and the 
decline in the complement-fixing antibody titer indicated the 
probability of a clinical cure. The 2-year-old boy reacted to 
therapy with ethyl vanillate in the form of a 40% solution in 
olive oil with variations in the blood levels of from zero to 
80 mg. per 100 cc. and repeated episodes of vomiting, diarrhea, 
and acidosis, which after four weeks made discontinuation of 
the drug necessary. Treatment with p-aminobenzoic acid in doses 
of 1 gm. per kilogram of body weight daily for six weeks was 
tolerated well, but no improvement was observed. At the age 
of 5 years the patient gained the ability to swallow the large 
250 mg. capsules of ethyl vanillate and another therapeutic trial 
with this agent is now in progress. The 15-year-old girl was 
treated with 40 mg. of D-(+)-threo-2-dichloroacetamido-1-(4- 
methylsulfonylpheny])-1, 3-propane diaol (Thiocymetin) per kilo- 
gram of body weight daily for one month; drainage of the 
inflammatory lesion of the femur ceased, but symptoms recurred 
after discontinuation of the drug. Again there was prompt 
clinical response when Thiocymetin therapy was reinstituted. 
Ethyl vanillate inhibited the saprophytic growth of Coccidioides 
immites on Sabouraud’s medium at concentrations of 400 mcg. 
per cubic centimeter; p-aminobenzoic acid was effective in 
vitro in concentrations of 1,200 mcg. per cubic centimeter; 
Thiocymetin displayed no inhibition of growth in vitro at any 
concentration. In the fourth patient calcification of a shrinking 
mediastinal “tumor” mass was revealed by roentgenograms; it 
was felt that the tumor represents a large coccidioidal granuloma 
that is subsiding spontaneously. This observation of spontaneous 
regression of the disseminated disease emphasizes the necessity 
of caution in the evaluation of any chemotherapeutic agent. 


UROLOGY 


Postoperative Osteitis Pubis: Periostitis of Pubic Bones. A. 
Ravelli. Beitr. klin. Chir. 189:138-168 (No. 2) 1954 (In Ger- 
man) [Munich, Germany]. 


This extensive report is based on a review of the literature 
and on three cases of osteitis pubis observed by Ravelli himself. 
In two of the three patients the pubic osteitis developed after 
suprapubic and in one after Millin’s retropubic prostatectomy. 
In commenting on the increased incidence of osteitis pubis in 
recent years, the author expresses the opinion that it cannot be 
ascribed entirely to the increased use of Millin’s operation. He 
considers osteitis pubis as an infectious, inflammatory process 
caused by organisms of low virulence, particularly by Pseudo- 
monas pyocyanea, and occasionally by coli or Proteus or- 
ganisms. Low virulence is indicated by the subacute to chronic 
inflammation of the periosteum or the marginal bone tissues 
of the os pubis. The lesion is never sufficiently severe to cause 
sequestration, and spontaneous recovery usually follows when 
the organic defenses gain control. The infection of the perios- 
teum usually originates in an infectious inflammation of the 
pelvic connective tissue. The infection of the retropubic tissue 
is usually induced by infected urine during an operation in 
which the bladder or the capsule of the prostate are opened. 
Osteitis pubis that results after a transurethral resection is 
probably the result of an injury to the prostatic capsule. 
Osteitis pubis is painful, and most of the therapeutic methods 
that have been tried have been of little help. Recovery is 
gradual, and mild symptoms may be present for up to two 
years. The roentgenologic aspects are discussed. The differen- 
tial diagnosis must rule out hematogenic osteomyelitis, cancer 
metastases to the pelvic bones, and tuberculosis or syphilis of 
the pubic bones. Prophylactic measures include thorough pre- 
operative scrubbing of the surgical field and the selection of « 
surgical method that involves the least trauma to the symphysis 
and the retropubic space and that permits the most meticulous 
suture of the prostatic capsule. After operation, infections of 
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the urinary passages should be treated by supporting the defense 
powers of the patient by means of blood transfusions and 
administration of vitamins. As regards the use of antibiotics, 
only those should be used that, with the aid of tests, have been 
demonstrated as most effective. When symptoms of osteitis 
pubis appear, the effective antibiotic should be introduced into 
the retropubic space. Small doses of roentgen rays may also 


be tried. 


Can Atrophy of the Hypertrophied Prostate Gland Be Induced 
by Cutting Its Blood Supply? A Surgical Suggestion. C. C raig. 
M. J. Australia 2:586-588 (Oct. 9) 1954 [Sydney, Australia]. 


Craig suggests that it may be possible to cause atrophy of the 
hypertrophied prostate by cutting the gland’s biood supply. 
Many years ago, after an operation for inguinal hernia, the 
writer was mortified to find some months later that the testis 
on the same side had atrophied. This complication is well 
known. It has happened twice in the writer’s practice after 
inguinal hernia operations and twice after operations for 
undescended testes. It occurred to the author that if atrophy 
of the prostate gland could be similarly produced, it would be 
an excellent way of avoiding the difficulties associated with 
its removal. However, its blood supply as described in text- 
books suggested that it was impossible to hope for success from 
an artery-cutting procedure. Flock’s description of the arterial 
blood supply of the prostate, however, differs from that given 
in textbooks, and after studying Flock’s work Newland sug- 
gested that it might be possible “to pass a suture at an appro- 
priate distance on each side of the middle lobe and thus control 
most of the arterial hemorrhage that ordinarily occurs during 
and after enucleation.” It struck Craig that, if such an interrup- 
tion of the blood supply was possible, it might be used to 
induce complete or partial atrophy of the gland. He describes 
the intervention he performed in one patient, in whom the 
symptoms were so thoroughly relieved that he refused a second 
operation and did not return for follow-up examinations. When 
seen years later, he had been hospitalized for cardiac illness, of 
which he died. At autopsy only minimal enlargement of the 
prostate was seen. Craig regards it as possible that the great 
diminution in the size of the prostate was due to cystostomy, 
but he is inclined to believe that at least some of it was due to 
the interruption of the blood supply. This problem is still in 
the investigatory stage. As the method used in this case was not 
thought to be a sound one, other methods of producing the same 
results are suggested. 


Nongonococcal Urethritis. R. S. Graham. Am. J. Syph. 38: 
599-605 (Nov.) 1954 [St. Louis]. 


Graham gives his impressions on the comparative incidence 
of conditions found as the cause of nongonococcic urethral 
discharge in a series of some 3,000 patients who were United 
States Naval personnel seen over a period of three years in the 
United States and in the Far East. Patients with urethritis due 
to causes other than infection with Neisseria gonorrhoeae were 
relatively rare in this series. Most of the patients observed were 
found to have chronic prostatitis. Usually, the cases of chronic 
prostatitis observed were of the type that have been called 
“functional,” as they are not the result of infection but are 
described as due to inflammation resulting from prostatic dys- 
function secondary to unsatisfactory sex habits or prolonged 
prostatic congestion. The author feels that much of the con- 
fusion surrounding nongonococcic urethral discharge appears 
to be due to failure to differentiate clearly the underlying con- 
ditions that may produce a urethral discharge. In each case, the 
specific cause should be determined and a specific diagnosis 
made that will reflect the site of the primary inflammation as 
well as the cause. It is suggested that the terms “nongonococcic” 
and “nonspecific” urethritis be dropped, because they are con- 
fusing. They embrace all the various and diverse conditions 
other than gonorrhea that may produce a urethral discharge 
In One general group. This is misleading to the extent that some 
clinicians appear to regard this group as a single disease of 
unknown cause, unknown incidence, and unproved epidemiology. 
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Further, the terms “nongonococcic” and “nonspecific” urethritis 
direct attention primarily to the urethra. This may result in 
failure to recognize the cause of such a discharge when the 
cause is not in the urethra, as, for example, in prostatitis. Also, 
there has developed an unfortunate tendency to treat the dis- 
charge rather than its cause. Laboratory examinations in addi- 
tion to the history and physical examination usually offer a 
means of identifying the source and cause of the urethral dis- 
charge. Accordingly, after ruling out systemic disease, including 
Reiter’s disease, and acute prostatitis by history and physical 
examination, the urethral discharge should be examined micro- 
scopically. If no infection is present in the upper urinary tract, 
the urethra should be washed free of pus cells by urinating. 
Then the patient's prostate should be massaged until prostatic 
fluid is obtained for study. The author feels that the hypothesis 
that conditions producing nongonococcic urethral discharge 
necessarily have a venereal origin has not been proved. In 
general, management of patients with urethritis or prostatitis 
should include prohibition of use of coffee and alcohol, keeping 
of regular hours, a well-balanced diet, adequate rest, abstinence 
from sexual intercourse, and avoidance of eroticism. Infections 
due to pathogenic bacteria may be treated with antibiotics. 
Chlortetracycline (Aureomycin) is recommended for treating 
infestations with Trichomonas vaginalis. Ordinarily, medica- 
ments are ineffective in treating chronic prostatitis. In such 
cases, the least treatment usually is the best. Reassurance is an 
important part of the therapy for patients with chronic prosta- 
titis. 


Urologic Complications of Sickle Cell Disease. L. J. Arduino. 
Am. Surgeon 20:1213-1218 (Nov.) 1954 [Atlanta, Ga.]. 


Arduino reports that a review of the records of the Lake 
City, Fla., Veterans Administration Hospital from April, 1947, 
to April, 1953, revealed 13 cases of sickle cell disease. From 
September, 1949, to April, 1953, eight of these patients were 
observed and treated by the author. Seven had gross hematuria, 
and the eighth had priapism. The relationship of sickle cell 
disease to hematuria and priapism becomes more apparent as 
increased clinical observations of such cases are reported. The 
pathogenesis of hematuria in sicklemia is obscure. Of the seven 
patients here reported, two had been subjected to nephrectomy, 
only to have hematuria recur from the remaining kidney. An- 
other patient apparently had renal bleeding from the left kidney 
in 1943 and the right kidney in 1950. The findings in these 
three patients cause one to reflect seriously on the advisability 
of nephrectomy. In none of the five patients who still had both 
kidneys was it found necessary to do a nephrectomy. The hema- 
turia subsided in all seven patients after a variety of therapeutic 
measures. Repeated blood transfusions, antibiotics (mainly 
penicillin), sulfonamides (Gantrisin) and methylene blue seemed 
most beneficial. On the basis of suggestions made by other 
investigators it may be assumed that an excess of androgenic 
hormone plays a causal role in sickle cell disease. The beneficial 
results of diethylstilbestrol (Stilbestrol) therapy reported by 
some also suggest this androgenic factor. Bishydroxycoumarin 
(Dicumarol), which was recommended by Smith for priapism, 
proved of no value in the patients observed by Arduino. The 
author concludes that, in the Negro race, sickle cell disease 
should be considered a possible causal factor in hematuria or 
priapism. Surgery for either complication is to be avoided until 
after intensive conservative therapy had been employed. 


OTOLARYNGOLOGY 


Combined Use of Antibiotic Insufflation and Vasodilator 
Therapy in Ozena. H. J. Sternstein. Laryngoscope 64:807-833 
(Oct.) 1954 [St. Louis]. 


The new therapeutic method for ozena presented by Stern- 
stein combines the local insufflation of various micronized anti- 
biotics, such as streptomycin, oxytetracycline (Terramycin), or 
chloramphenicol (Chloromycetin) with the use of certain oral 
vasodilators, tolazoline (Priscoline) and niacin. Dosage and 
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administration are described, including the additional use of 
aqueous bacitracin, streptomycin, or sulfisoxazole (Gantrisin). 
Sodium lauryl sulfate, a surface active drug, and beta lactose, 
an acid vehicle, were incorporated with the micronized anti- 
biotics to obtain greater effectiveness. The combined use of 
lamb’s wool plugs and liquid or powdered Caroid 5 to 6% 
(papaine) were supportive measures to increase nasal moisture 
and dissolve encrusted secretions, thus eliminating the need 
for nasal irrigations. The treatment has been in use for three 
years. Of the 35 patients treated, 17 obtained striking and 13 
significant improvement; 3 were slightly improved, and 2 
showed no improvement. The author cites three patients in 
whom there was roentgenologic and microscopic evidence of 
turbinal growth and regeneration of respiratory epithelium. The 
prolonged use of micronized antibiotics for insufflation therapy 
in ozena caused no deleterious effects. Vasodilator drugs proved 
more effective in combination than singly for promoting the 
circulatory response and secretory function of the nasal mucosa. 
The combined use of properly selected antibiotics and vaso- 
dilators is a promising method for the elimination of odor and 
crusts and a reversal of the regressive changes in ozena. 


Occupational Deafness of Flight Radio Operators. A. Rezende 
de Castro Monteiro. J. Aviation Med. 25:476-484 (Oct.) 1954 
{[St. Paul]. 


The annual otological examination of personnel who work 
in radio telegraphy and in the noisy surroundings common to 
aviation and who constantly use receivers on their ears provided 
interesting data about the physical effects of such occupation. 
Observations were made on 325 flight radio operator candidates 
and on 168 radio operators, some with more than five years 
of service and more than 5,000 hours of flight time and another 
group with less than this length of flight service. Tests on a 
group of commercial pilots also served for comparison. A high 
percentage (53.1%) of radio operators had hypoacusia, whereas 
35.8% of the commercial pilots had defective hearing. From 
this the author deduces that the noise of the plane together 
with the noise of the radio is the cause of deafness among flight 
radio operators. Age also contributes to increased hearing loss. 
Hypoacusia in aviation is a result of the action of intense and 
repeated sound traumatism on the organ of Corti. 


THERAPEUTICS 


Two Deaths During Cortisone Treatment of Bronchial Asthma. 
R. S. Savidge and W. Brockbank. Lancet 2:893-895 (Oct. 30) 
1954 [London, England]. 


Two deaths occurred in a group of 13 patients treated for 
bronchial asthma with cortisone. Both patients had chronic 
asthma that had worsened considerably before treatment. Sup- 
pression was never fully achieved. Their cases were among the 
authors’ poorest results. Some control of spasm was achieved 
for weeks and months, but it tended to break through and re- 
quire much larger dosage. Both patients were determined men 
who tried to carry on despite their disability until they finally 
passed into fatal status asthmaticus. The following suggestions 
are put forth. 1. The dose of cortisone must be greatly increased 
when bronchospasm is becoming severer in a case previously 
controlled. It is suggested that the dose should be immediately 
increased to a maximum of 300 mg. daily. 2. Cortisone may 
be too dangerous, and only corticotropin should be used in long- 
term suppression. This seems drastic in the light of the beneficial 
results that have been obtained, but there is at present no way 
of recognizing “risky” cases, and the 15.3% mortality rate with- 
in the first year of treatment in this series is rather formidable. 
On the other hand, 8 of the 13 patients, including the 2 who 
died, had asthma of such severity that they were almost perma- 
nent invalids. 3. Anaphylaxis may play a part in deaths asso- 
ciated with corticotropin, and, if so, perhaps also in those after 
the administration of cortisone. Until more is known about 
cortisone and corticotropin these drugs cannot be exonerated. 


J.A.M.A., Feb. 5, 195: 


Oral Triethylene Melamine Therapy in Human Neoplastic pj. 
ease. E. K. Blackburn and G. M. King. J. Fac. Radiologis; 
6:96-103 (Oct.) 1954 [Bristol, England]. 


Orally administered triethylene melamine (TEM) was use; 
in the treatment of 24 patients with advanced, generalized Neo- 
plastic disease. There were 14 cases of Hodgkin’s disease, 4 of 
reticulosarcomatosis, 2 of lymphosarcomatosis, 3 of chronic lym. 
phatic leukemia, and 1 of giant follicular lymphoma. Most of 
these patients had had previous roentgen therapy and some had 
radioresistant lesions; a few had also received one or more 
courses of intravenously given nitrogen mustard therapy. Worth. 
while remissions were obtained with triethylene melamine in {5 

. patients: 8 with Hodgkin’s disease, 2 with reticulosarcomatosis, 
1 with lymphosarcomatosis, 3 with chronic lymphatic leukemia, 
and 1 with giant follicular lymphoma. The common denoni. 
nator rendering these patients susceptible to therapy was not 
discovered. Toxic reactions, whether gastrointestinal, hemato- 
logical, or dermatological, were infrequent compared with the 
incidence reported in the literature. This is thought to be due 
to the administration of small doses (1.25 to 2.5 mg.) on alter. 
nate days, in contrast to the larger doses given every day by 
other workers. Reactions are less frequent and less severe than 
with nitrogen mustards, and complete failures are less likely to 
occur than with the latter. Triethylene melamine is worthy of 
trial in cases of neoplastic disease of the leukocytic tissue, even 
when these are far advanced and generalized. It is probably the 
treatment of choice in many cases of chronic lymphatic leukemia. 


Multiple Visceral Lesions Due to Phenylbutazone Toxicity, 
J. R. Nassim and T. Pilkington. Brit. M. J. 2:1028-1029 (Oct. 
30) 1954 [London, England]. 


A 53-year-old woman was given phenylbutazone, 200 mg. 
three times daily, for the relief of severe osteoarthritic pain in 
the right hip. Diarrhea, diagnosed by her own physician as 
gastroenteritis, developed within a few days and phenylbutazone 
therapy was stopped. A kaolin mixture was used successfully 
in treating the diarrhea, and shortly after it ceased the patient 
again began to take phenylbutazone, which had given her great 
symptomatic relief. She soon noticed increasing swelling of the 
feet and legs, followed by anorexia, headache, pains in the 
limbs, substernal pain, and fever. Phenylbutazone was stopped 
again, but her fever and general condition did not improve. 
Finally, on readmission to the hospital, she was found to be 
very ill; her temperature fluctuated between 99 and 101 F; the 
conjunctivas were suffused, a slight erythematous rash was pres- 
ent on forehead and chest, and there was a maculopapular rash 
on both shins. Other findings included moderate edema of the 
legs, a blood pressure of 100/70 mm. Hg, slight anemia, and 
a sedimentation rate of 65 mm. per hour. The urine contained 
albumin, a trace of bile pigment, a marked excess of urobilino- 
gen, and granular casts; 10 days later it was found to contain 
large quantities of sugar. The patient was given 12 units of 
globin insulin daily until, at the end of another 10 days, the 
glycosuria had disappeared. A tentative diagnosis of leptospiro- 
sis was made, but leptospiral agglutination tests were consistently 
negative. Repeated liver function tests showed a reversed albu- 
min-globulin ratio (3.4 gm. to 4.5 gm.), rising thymol turbidity, 
and abnormal flocculation reactions. The final diagnosis of 
phenylbutazone poisoning was based on liver biopsy findings 
indicative of toxic damage to the liver. Nonspecific myocardial 
changes were shown in electrocardiograms taken when the pa- 
tient complained of chest pain. Her condition began to improve 
during the second week of her hospital stay, and by the time 
she was discharged, eight weeks after admission, the only ab- 
normal findings were those obtained by the glucose-tolerance 
and thymol turbidity tests. Follow-up some months later showed 
complete recovery, with normal liver function and glucose toler- 
ance tests; the urine was clear and the blood pressure was 140/80 
mm. Hg. The involvement of so many viscera in this patient 
suggests a hypersensitivity reaction and reemphasizes the danger 
of continuing phenylbutazone therapy after the occurrence of 
slight reactional symptoms, such as the diarrhea noted in this 
case. 
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Myocardial Infarction: Its Clinical Manifestations and Treatment with 
anticoagulants. A Study of 1031 Cases. By Irving S. Wright, M.D., Charles 
I. Marple, M.D., and Dorothy Fahs Beck, Ph.D. This is report of Com- 
ittee on Anticoagulants, created by American Heart Association, and 


Most of reflects that Committee’s findings in matter under study. Cloth. $8.50. 
me had [MMp, 656, with illustrations. Published for American Heart Association by 
rT More Grune & Stratton, Inc., 381 Fourth Ave., New York 16, 1954. 

Worth. 

e he In this elaborately documented monograph the reader can 
ratosis examine for himself the data and statistical analyses on which 


the conclusions presented are based. This book represents an 


Kemi _ Present D st 
A important contribution in reporting on a clinical problem and in 
as a designing an experiment dealing with such a question—in this 


mM case the value of anticoagulants. Although it serves as a mile- 
yo stone in good clinical investigation, this does not imply that the 


th the conclusions of the authors will be accepted without controversy. 
© due Anyone familiar with the recent literature will recognize that 
alter. the role of anticoagulants in the prevention of the sequelae of 
ay by myocardial infarction has generated almost as much heat as light. 
> than The protagonists of the two opposite viewpoints, having pre- 
ely to sented their lines of thought, are now trying to maintain the 
hy of supremacy of their own positions. It is therefore a pleasure to 
even have documents presented that are critically analyzed and cau- 
ly the tiously interpreted. The evidence presented in this monograph 
emia. appears to support the contention that anticoagulant therapy is 


useful, but evidence is also presented to show that the risk of 
hemorrhage and apparently even of cardiac rupture may be 


me increased thereby. The conclusion obviously follows from this 
that the less serious the case, the less urgent is the need of anti- 
coagulants. The chief protagonists of the two schools seem to 
mg. be approaching each other on this point. There still remains 
in in however a twilight zone that the future will doubtlessly narrow. 
Nn as Practical suggestions are included in this monograph on the use 
zone of the several types of anticoagulants. The manner of weighing 
Fully the randomness of the selection of patients for study and of 
ent minimizing personal bias are also indicated. This monograph is 
reat recommended to all thoughtful readers who wish to evaluate for 
the themselves the evidence (presented here with a minimum bias) 
the on this controversial subject. 
ped 
ve, Current Concepts in Digitalis Therapy. By Bernard Lown, M.D., and 
~ Samuel A. Levine, M.D., Clinical Professor of Medicine, Harvard Medical 
School, Boston. Cloth. $3.50. Pp. 164, with 21 illustrations, Little, Brown & 
the Company, 34 Beacon St., Boston 6, 1954. 
no The research training of Dr. Lown and the long years of ex- 
the perience of Dr. Levine as a clinical cardiologist and teacher 
ne combine to make this book authoritative and practical. The 
mode of action of digitalis, its clinical indications, and its toxic 
ed manifestations are well covered. The individual cardiac glyco- 
vd sides are covered briefly—too briefly it would seem in view of 
un their widespread use today. There is an excellent chapter on the 
of relation of electrolyte balance to digitalis dosage. The decreased 
he tolerance for digitalis in the presence of cellular potassium de- 
0- ficiency is well illustrated by pertinent case reports. In the last 
ly chapter, the authors describe a digitalis tolerance test that makes 
u- use of acetyl strophanthidin, which is the most rapid-acting 
y, cardiotonic substance known. By the intravenous injection of 
of fractional doses of this substance, it is claimed that the state 
a5 of digitalization of a patient can be determined. Of 20 tests per- 
al formed, the results were uncertain in one, and in another the 
1 patient died soon after completion of the test. It would seem 
e that this test would be dangerous in a patient already in a toxic 
e condition from digitalis and would be unnecessary in a patient 
€ who is known to be underdigitalized. Therefore, if the state of 
, digitalization is unknown and a toxic condition is suspected, the 
i safest procedure is to stop the drug for the time being. The 
. literature is well reviewed; the bibliography contains over 300 
) references. This monograph is recommended as a reference book 


for cardiologists and internists. 





These book reviews have been prepared by competent authorities but 
do ey Tepresent the opinions of any official bodies unless specifically so 
? Stated. 


BOOK REVIEWS 


The Neuroanatomical Basis for Clinical Neurology. By Talmage L. Peele. 
M.D., Associate Professor of Anatomy in Charge of Neuroanatomy, Duke 
University School of Medicine, Durham, N. C. Cloth. $12.50. Pp. 564, 
with 313 illustrations. McGraw-Hill Book Company, Inc., 330 W. 42nd St., 
New York 36; 95 Farringdon St., London, E.C.4, England, 1954. 


The attempt by a teacher of basic science, such as anatomy, 
to bridge the gap between it and clinical medicine is often a 
hazardous venture. Many have failed, usually on the basis of 
lack of training in the practice of medicine. An adequate under- 
standing of medicine can only be acquired by years of applica- 
tion, which is often an impossible attainment for the teacher in 
basic science who is already fully employed in an exacting disci- 
pline. The bridging has more often been attempted by a linking 
of neuroanatomy and neurology than of other fields, partly be- 
cause the clinical neurologist must be thoroughly grounded in 
anatomy, as diagnostic skill depends in large part on knowledge 
of the minutiae of the structural pattern. For a description of 
the anatomic structure of the nervous system, this book can be 
fully recommended. The text and pictures are more than ade- 
quate. The poorest part of the book is its attempt to integrate 
the physiological with the clinical. The alertness needed to follow 
the rapid developments in clinical neurology has partly evaded 
the author and weakens an otherwise admirable book. 


Atomic Energy and Its Applications. By J. M. A. Lenihan, M.Sc., Ph.D., 
F.Inst.P., Physicist to Western Regional Hospital Board, Scotland. Applied 
Physics Series. Edited by E. G. Richardson, B.A., Ph.D., D.Sc. Cloth. $4. 
Pp. 265, with 73 illustrations. Pitman Publishing Corporation, 2-6 W. 45th 
St., New York 36; Sir Isaac Pitman & Sons, Ltd., Pitman House, 39-41 
Parker St., Kingsway, London, W.C.2, England; 381-383 Church St., 
Toronto, Canada, 1954. 


This book is a remarkably compact presentation of the facts 
of natural and artificial radioactivity. After preliminary chapters 
on the structure of the atom and the nature of radiation, there 
are sections on particle accelerators, nuclear reactions and re- 
actors, atomic weapons, production of radioactive nuclides, pro- 
tection from radiation hazards, medical applications, industrial 
and scientific applications, and future prospects (especially power 
production and thermonuclear reactions). Each chapter is pro- 
vided with exercises for students and references for investigators. 
There are interesting illustrations and a commendable index. 
The medical section is necessarily too brief to mention all aspects 
of a vast, tangled body of information, but, as an introduction 
to this subject, the book is most commendable. 


Biochemical Determinants of Microbial Diseases. By René J. Dubos. 
Harvard University monographs in medicine and public health no. 13. Edi- 
torial committee: A. Baird Hastings, Chairman, et al. Cloth. $3.50. Pp. 152. 
Harvard University Press, Cambridge 38, Mass.; Oxford University Press, 
Amen House, Warwick Sq., London, E.C.4, England, 1954. 


The author’s aim is to emphasize the physicochemicai prop- 
erties of the infected host that determine the course and out- 
come of the infectious process. The material presented here in 
five chapters formed, in 1953, the subject matter for a series 
of lectures on the occasion of the award of the Warren Triennal 
prize of the Massachusetts General Hospital. The chapter on in- 
fection in disease surveys the nutritional and hormonal factors, 
and physiological states involved in converting a normal (silent, 
latent, subclinical) infection into disease. The chapter on the fate 
of micro-organisms in vivo discusses the proliferation of patho- 
genic micro-organisms within tissue and body fluids as mediums, 
their fate within phagocytes, and antimicrobial substances of 
animal tissues and body fluids. The chapter on biochemical dis- 
turbances produced by infection deals with the questions of 
toxemia and tissue destruction, toxemia resulting from metabolic 
competitions, and enzyme toxins. “Selected Topics in Tubercu- 
losis” present a bird's-eye view of critically digested data on 
infection, virulence, toxins and toxemia, and metabolic factors. 
The chapter on immunity and inflammation discusses the sub- 
jects of cellular immunity, anablastin, the role of fibrin clot 
formation, necrosis and antimicrobial products, and the wisdom 
of the body. This remarkable little book partially fills a crying 
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need and, moreover, a lucid call for more orientated and pene- 
trative biochemical research to elucidate the mechanism of host 
defense against infectious agents. Free from sweeping state- 
ments, the book impresses the reader by its wide scope of sub- 
jects, seasoned analysis of the critically selected biochemical 
data, and the exercise of extreme caution in drawing conclusions. 
The author’s activities for over a quarter of a century on various 
biochemical aspects of microbial disease, discoveries, mature 
reasoning, long experience, and contemplation have gone into 
this volume to make it highly valuable as reading material for 
researchers and as a supplementary textbook at a graduate level. 


Meredith’s Hygiene: A Textbook for College Students on Physical, 
Mental, and Social Health from Personal and Public Aspects. By Arthur 
F. Davis, B.S., Ed.M., Dr.P.H., Professor of Physical Education, Penn- 
sylvania State University, Philadelphia, and Warren H. Southworth, B.S., 
M.A., Dr.P.H., Professor of Health Education, University of Wisconsin, 
Madison. Fifth edition. Cloth. $6. Pp. 906, with 170 illustrations. Blak- 
iston Company (division of Doubleday & Company, Inc.), 575 Madison 
Ave., New York 22, 1954. 


This is the fifth edition of a hygiene textbook that has been 
in existence for many years and has now been completely re- 
written by new authors. It is well organized, contains a wealth 
of data, is attractively printed and bound, and has a satisfac- 
tory index and a supplement listing 16 mm. films that can be 
used to illustrate the subject matter of the various sections of 
the book. This volume is intended to serve as a textbook for 
college students but is more detailed than would normally be 
considered necessary for the teaching of a college course in 
health and hygiene. The considerations of anatomy and physiol- 
ogy and the information regarding disease conditions are suffi- 
ciently complete to cause some students to question the clinical 
judgment of their physicians. This would be an excellent refer- 
ence book for those who wish to have more detailed information 
on the subject than is given in the usual college course in hygiene, 
or it could be used effectively in orienting preprofessional stu- 
dents. After an introduction about the general health situation 
in the United States, there is a section on the general plan of 
the body and its reaction to disease and one on the forces for 
health, which touches on the beginning of medical science, the 
use of modern medicine, the relation of public health and pre- 
ventive medicine to modern medicine, and the avoidance of cults 
and quackery. A section on infection covers all of the common 
infectious conditions and includes a general statement on re- 
sistance and immunity. Noninfectious diseases are covered quite 
well but too completely in spots. Sections on first aid, familial 
hygiene, mental health, and the hygiene of everyday life, which 
seems to go quite beyond everyday life, round out a rather 
complete text. 


The Management of Mental Deficiency in Children. By I. Newton Kugel- 
mass, B.S., M.A., M.D. Cloth. $6.75. Pp. 312, with 74 illustrations. Grune 
& Stratton, Inc., 381 Fourth Ave., New York 16, 1954. 


This book is difficult to classify, but it may be called a 
manual on mental deficiency with a discussion of management. 
The author believes in the inalienable right of every child to 
the full development of his physical, mental, emotional, and 
social potentiality and, therefore, to the inherent right to de- 
mand of mankind whatever he needs to supplement his own 
effort. The author uses the general term amentia, the symptoms 
of which he divides into four groups of related syndromes 
composing the developmental, metabolic, neuromotor, and 
psychological varieties of mental deficiency. A large part of 
the book is devoted to a detailed consideration of this subject, 
although it is questionable, whether it is advantageous to single 
out this one symptom and discuss all diseases that can be 
accompanied or followed by it. All mental deficiency is due 
to some brain damage whatever the underlying pathological 
process may be. The damage is naturally variable according 
to locality, extension, and the kind of agent responsible for 
the damage, such as toxic, infectious, inflammatory, necrotizing, 
or degenerative conditions. It may also be important to deter- 
mine the underlying disease, because the pathology, duration, 
treatment, and prognosis can be decided with more accuracy; 
232 pages are devoted to the enumeration of different forms 
of amentia accompanying or following many diseases, not 
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overlooking congenital and hereditary forms. This accounts 
for six chapters of the book. Not until the seventh chapter does 
a discussion of the management start. This leaves only 79 pages 
for the consideration of the care of such patients, the reaj 
purpose of the book. This chapter includes discussions on the 
training of the retarded child, his education, and the treatment 
of mental deficiency. Here the author gives a satisfactory dis. 
cussion of the problem, attacking it with common sense and 
pointing out the great difficulties involved in successfully carry. 
ing out the treatment, particularly as it requires great patience 
and much time based on a real understanding of the child, 
Parents of retarded children must learn to accept the child as a 
handicapped member of the family and treat him as an equal. 
The advice. about handling the retarded child is elaborate and 
emphasizes the importance of individualization. The author 
advocates institutionalizing a retarded child with an I. Q. of 
25% or less, and this placement should be done before the 
child is 5 years old. Sterilization of parents of retarded children 
would not reduce the total number of such children by more 
than 10%. 


Progress in Clinical Surgery. By various authors. Edited by Rodney 
Smith, M.S., F.R.C.S., Surgeon, St. George’s Hospital, London, England. 
Cloth. $7.50. Pp. 414, with 112 illustrations. Little, Brown & Company, 
34 Beacon St., Boston 6, 1954. 


The purpose of this book is to present current new ideas 
in surgery, but no attempt is made to cover the entire field. 
For example, appendicitis and gallbladder diseases, the surgical 
treatments of which are relatively static, are not included. The 
book is designed particularly for the young surgeon preparing 
himself for a specialty board or Fellow of the. Royal College 
of Surgeons examination. Accordingly, little space is devoted 
to fundamental principles unless they have been developed only 
recently. Since the volume includes contributions from numerous 
authors, it is natural that there would be considerable variation 
in the quality and method of presentation. Some chapters are 
amply illustrated; others are not. Chapters dealing with the 
esophagus, stomach and duodenum, acute intestinal obstruction, 
portal hypertension, the adrenal gland, and peripheral vascular 
surgery are particularly good; a few are of inferior quality. 
Some of the principles expressed in the chapter on the infected 
hand are at variance with the ideas held by most experts in 
that field. Occasionally dogmatic and highly questionable state- 
ments are made. The statement “splenectomy is never beneficial 
and often harmful in secondary thrombocytopenic purpura” 
would probably be challenged by most hematologists, although 
all would agree that most patients with secondary purpura are 
not improved by splenectomy. In general, the purpose of the 
volume has been fulfilled admirably. The book contains much 
useful information and can be read with profit by all, particu- 
larly the young surgeon in training. 


yroidism: An Essay on Modern Medicine. By Paul Starr, M.D., 
F.A.C.P., Professor of Medicine, Chairman of Department of Medicine, 
University of Southern California, School of Medicine, Los Angeles. 
Publication number 211, American Lecture Series, monograph in American 
Lectures in Endocrinology. Edited by Willard O. Thompson, M.D., Clinical 
Professor of Medicine, University of Illinois College of Medicine, Chicago. 
Cloth. $3.75. Pp. 127, with 25 illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publica- 
tions, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto 2B, Canada, 1954. 


This monograph presents the author’s conception of hypo- 
thyroidism, based on the work of the thyroid clinic of the de- 
partment of medicine of the University of Southern California. 
He defines hypothyroidism as the state of tissues produced by 
the presence of less thyroxin than the homeostatic mechanism 
demands and believes that it is not synonymous with myxedema. 
Four hypothetical cases and corresponding forms of hypothy- 
roidism are postulated: athyreotic, pituitary, hypothalamic, and 
somatic. The diagnosis of hypothyroidism should not depend on 
the development of symptoms of myxedema, as in the past, but 
should be based on the chemical determination of the protein- 
bound iodine of the serum. The author believes hypothyroid- 
ism is extremely common and suggests that mild degrees, 
unassociated with symptoms usually attributed to diminished 
thyroid function, may play a role in the development of many 
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degenerative states, including coronary or cerebral thrombosis 
and arteriosclerosis. These might be corrected by sustained 
euthyroidism or induced hyperthyroidism. Low protein-bound 
iodine levels are frequently encountered in such “nonthyroid” 
states as heart failure, malnutrition, obesity, diabetes mellitus 
and psychoneurosis. A low protein-bound iodine level must 
therefore be followed by bioassay of pituitary thyroid-stimulat- 
ing hormone, uptake and excretion of radioactive iodine, and 
its conversion to thyroxin, to determine the presence and type 
of hypothyroidism. The diagnosis must be made in the labo- 
ratory and not in the clinic. The monograph presents the point 
of view of the author. The data are thought-provoking but not 
convincing. The book is well printed, but, unfortunately, some 
of the figures have been reduced so much that a lens is required 
to read the legends. 


Klinische Konstitutionslehre. Von Friedrich Curtius, Professor Dr. med., 
Chefarzt der medizinischen Klinik des stidtischen Krankenhauses Ost, 
Liibeck. Sonderausgabe aus dem Handbuch der inneren Medizin, 4. Aufi., 
Band VI/I. Cloth. £8 marks. Pp. 361, with 221 illustrations. Springer- 
Verlag, Reichpietschufer 20, (1) Berlin W. 35 (West-Berlin); Neuenheimer 
Landstrasse 24, Heidelberg; Géttingen, Germany, 1954. 


This book reviews the immense literature on constitution 
and physical types. Its outstanding features are the illustrations 
and the 1,200 references to previous publications. After 37 
pages of historical introduction, in which the author tries to 
explain what “constitution” means to him and what it has 
meant to other writers, there are sections on constitution as 
morphological and physiological concepts, on constitutional 
predisposition to sickness, on methods of investigating and 
identifying constitutional types, and on “constitutional thera- 
peutics.” This last term means the influencing of the constitu- 
tion by therapeutic means or for therapeutic purposes. Among 
the procedures of constitutional therapeutics, the author in- 
cludes psychotherapy and occupational therapy. To him, 
constitution is not the constant unalterable factor within a 
person that determines his particular responses to varying 
environment. Rather, it means simply the system or body as a 
whole. Since it has meant many other things to the writers he 
has cited, a critical reader will have to keep these ambiguities 
in mind on every page. The book is of value because its subject 
and author indexes will serve future workers as a key to the 
literature on this subject. 


Demonstrations of Operative Surgery: A Manual for General Practi- 
tioners, Medical Students and Nurses. By Hamilton Bailey, F .R.C.S., 
F.A.C.S., F.I.C.S. Second edition. Cloth. $6. Pp. 387, with 538 illus- 
trations. Williams & Wilkins Company, Mount Royal and Guilford Aves., 
Baltimore 2; E. & S. Livingstone, Lt., 16 and 17 Teviot Place, Edinburgh 1, 
Scotland, 1954. 


This book is predominantly based on a series of lectures 
prepared for nurses and students of a hospital; however, the 
lectures were so well received by practitioners that the author 
extended the series to provide a volume intended for general 
practitioners and medical students as well as student nurses. 
The book is interesting and will be helpful to many, but it 
cannot be regarded as suited for the practitioner who wants to 
learn the details of technique of surgical operations. It offers 
a bird’s-eye-view of commonly used surgical techniques, but 
those who want more details will have to look elsewhere. 


Refresher Course for General Practitioners. Specially commissioned 
articles from British Medical Journal. Second collection; January, 1951, 
to March, 1952 (fully revised). Cloth. 25s. Pp. 570, with illustrations. 
British Medical Association, 19 Tavistock Sq., London, W.C.1, England, 
1954, 


The 60 articles that comprise this book appeared some three 
years ago in the British Medical Journal but have been revised 
by the authors prior to publication in book form. The discus- 
sions are intended to refresh the memory of the practitioner 
and bring his attention to what is new. Each article is written by 
an authority in the field, and the range of topics is wide, includ- 
ing articles in such specialties as psychiatry, forensic medicine, 
dermatology, physical medicine, ophthalmology, and ortho- 
dontics. The discussions are not detailed, and no bibliography 
is included. The articles are uniformly well written, and the book 
amply fulfills its avowed purpose. 
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The Distribution of the Human Blood Groups. By A. E. Mourant, M.A.., 
D.Phil., D.M., Director, Medical Research Council Blood Group Reference 
Laboratory, Lister Institute of Preventive Medicine, London, England 
With foreword by Professor H. J. Fleure, F.R.S. Cloth. $8.75. Pp. 438, 
with 13 illustrations. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 49 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 
1954. 


This book is written primarily for the general scientific 
reader, but the wealth of material and the excellent presenta- 
tion make it valuable to the research worker. In considering 
the A-B-O groups, the Rh type, M, N, and §S factors, and newly 
described groups, several chapters discuss the genetic features 
and others the geographical distribution. There are discussions 
on the blood grouping of bone and tissue specimens; the blood 
groups of animals and their relation to man; the method of cal- 
culation of gene frequencies; and the methods of collection, 
preservation, and transportation of samples for blood grouping. 
The distribution of blood groups is shown graphically in nine 
maps, and a large section is devoted to tables of blood group fre- 
quency in different parts of the world and among different 
ethnic groups. There is an index of topographic bibliography, 
one for zoological material, and the general index to the text. 
The tremendous amount of material digested and the clear, 
readable method of presentation make the book a most valuable 
text on the subject. 


Symposium on Problems of Gerontology: Proceedings of a Symposium 
Held under the Auspices of the Johns Hopkins University School of Hygiene 
and Public Health, and the National Vitamin Foundation, Incorporated, 
New York City, March 2, 1954. By F. H. Bethell, et al. Nutrition sym- 
posium series no. 9. Paper. $2.50. Pp. 141, with illustrations. National 
Vitamin Foundation, Inc., 15 E. 58th St., New York 22, 1954. 


This volume attempts to crystallize present concepts of aging 
and of the associated metabolic phenomena. The study of the 
aging process and of associated degenerative diseases now 
appears to offer the most potentially fruitful avenue to dis- 
coveries of the greatest benefit to the public health and wel- 
fare; as the care and rehabilitation of the aged is at present 
one of the most pressing public health problems. Obesity in 
the middle and later decades of life is an important medical 
problem today and is a penalty of the high standard of living 
persons in this and only a few other countries enjoy. The wise 
and restricted use of abundant and varied foodstuffs would not 
only be a factor in the production of a healthy and happy old 
age for many Americans, but at the same time would enable 
them to furnish more food to the many millions in the world 
whose problem is one of undernutrition. The attempt to con- 
sume our own food surplus is a form of slow suicide for too 
many persons. It cannot be overemphasized that knowledge and 
understanding of the metabolic changes, both normal and ab- 
normal, associated with aging are essential if optimal health 
and maximal prolongation of the active, productive life-span 
is the goal desired. Many physiological and biochemical aspects 
of the aging process are presented in these proceedings and 
should prove useful in stimulating further productive research 
in the field of gerontology. 


Fat Metabolism: A Symposium on the Clinical and Biochemical Aspects 
of Fat Utilization in Health and Disease. Edited by Victor A. Najjar 
Cloth. $4.50. Pp. 185, with illustrations. Johns Hopkins Press, Homewood, 
Baltimore 18; Oxford University Press, Amen House, Warwick Sq., London, 
E.C.4, England, 1954. 


- 


This symposium discusses the various phases of fat metabo- 
lism presented in a conference sponsored by the M. and R. 
Laboratories, Columbus, Ohio. The subject matter covers both 
clinical and biochemical aspects of fat utilization in health and 
disease. Obesity, the nutritional significance of dietary fat, and 
the problem of atherosclerosis in relation to cholesterol me- 
tabolism are among the topics presented. All but the introduc- 
tion and two of the discussions are followed by a bibliography 
of pertinent references. The book contains much technical 
information together with tables, charts, and graphs. Photo- 
graphs of animal and human subjects also are included to 
illustrate the effects of dietary fat deficiency, fat alimentation, 
or endocrine disorders involving disturbances in fat metabolism. 
A general index appears at the end. The book should be useful 
to biochemists and clinicians with special interest in this subject. 








556 BOOK REVIEWS 


The Encyclopedia of Child Care and Guidance. Sidonie Matsner Gruen- 
berg, editor. Frances Ullmann DeArmand, managing editor, and Pauline 
Rush Evans, associate editor. Cloth. $7.50. Pp. 1016, with illustrations. 
Doubleday & Company, Inc., Garden City, New York; 575 Madison Ave., 
New York 22, 1954. 


Although this comprehensive volume is primarily for the 
laity, several of its chapters are useful references for the 
pediatrician. Each contributor is a specialist in his field. The 
advisory board consists of a large group of eminent professional 
persons. The index makes it easy to find a discussion on almost 
any problem pertaining to children. To cite only one example, 
the book advises parents what to tell a child when a death 
occurs in the family. Advice and information for problems of 
this type are not found in medical texts. The book is well 
written and could be an appropriate addition to the library of 
a pediatrician. 


Elements of Pediatric Anesthesia. By C. R. Stephen, B.Sc., M.D.C.M., 
F.A.C.A., Professor of Anesthesiology, Duke University, Durham, N. C. 
Publication number 232, American Lecture Series, monograph in American 
Lectures in Anesthesiology. Edited by John Adriani, M.D., Director, 
Department of Anesthesia, Charity Hospital, New Orleans. Cloth. $3.50. 
Pp. 109, with 25 illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., Toronto, 
2B, Canada, 1954. 


This book is extremely informative, concise, and complete. 
It discusses the essentials of such subjects as the premature 
child, the child with an enlarged thymus, premedication, and 
basal anesthesia, without going into excessive detail. There are 
chapters giving the techniques for anesthesia in a child. A 
justifiably small section presents the pharmacology of the more 
important anesthetic agents for these patients. A discussion of 
the anesthetic problems of the more frequent and important 
operations of children is included. The book ends with a short 
but excellent presentation on oxygen therapy and the treatment 
of asphyxia neonatorum. The illustrations were carefully and 
well selected. The book is simple, neat, concise, and clearly 
written. As one reads through this book, he feels that Dr. 
Stephen carefully weighed each word in order to give the 
essence of each problem in an interesting and conservative 
manner. The author has succeeded in truly presenting the 
elements of pediatric anesthesia in a few pages. This book can 
be recommended to all persons interested in pediatric anesthesia, 
pediatric surgery, or any phase of pediatrics. 


Handbook of Emergency Toxicology: A Guide for the Identification, 
Diagnosis and Treatment of Poisoning. By Sidney Kaye, B.S., M.Sc., Toxi- 
cologist, Office of Chief Medical Examiner, Commonwealth of Virginia, 
Richmond. Publication number 214, American Lecture Series, monograph 
in Bannerstone Division of American Lectures in Public Protection. Edited 
by Le Moyne Snyder, M.D., Medicolegal Consultant, Lansing, Mich., and 
others. Cloth. $5.75. Pp. 303, with 12 illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto 2B, Canada, 1954. 


This handbook is intended as an aid to the physician in the 
differential diagnosis of poisons and as a guide in the treatment 
of the toxic effects of the more common poisons. It is divided 
into three sections, the first two of which deal with general 
considerations such as definition of terms, relation of signs and 
symptoms to various types of poisoning, and the names and 
composition of some common household chemical products. 
The last section consists of an alphabetical listing of 145 
chemicals or groups of chemicals with comments on their 
properties, lethal doses, symptoms, treatment, and analytic 
methods for identification. No exception can be taken with 
the author’s attempt to present basic information about common 
poisons in compact outline form, but, as a critical exegesis of 
important knowledge needed for the emergency treatment of 
patients with acute poisoning, this handbook leaves much to be 
desired. For example, any substance is regarded as a poison 
that, when taken in quantities of less than 5 gm. or 5 cc., will 
cause ill health, disease, or death. Most authorities reserve the 
term for those materials that, on contact, will cause death 
usually in a short time. Much emphasis is placed on minimum 
lethal doses, as obtained mostly from studies of case histories 
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of poisoning. In some instances these are at such variance 
with published clinical experience that the values appear to 
have been extrapolated from experimental animal data of 
questionable applicability. The presentation of information, in 
the section on signs and symptoms and on the various chemi- 
cals in the last section of the book is sketchy and often mis- 
leading. Little or no indication is given for the various treat- 
ments and cautions that are recommended. This book does not 
live up to the promises of usefulness held forth in the foreword, 
the preface, or the digest that appears on the cover of the text. 


Any Questions? A Selection of Questions and Answers Published in the 
Brifish Medical Journal. Third Series. Cloth. 7s.6d. Pp. 227, with 2 illus- 
trations. British Medical Association, 19 Tavistock Sq., London, W.C.1, 
England, 1954. 


It is interesting to compare this small volume, the British 
counterpart, with “Selected Questions and Answers” compiled 
from the Queries and Minor Notes department of THe Journac. 
The British volume groups the selected items under broader 
headings and in this volume has appended a cumulative index 
of all such series published. This volume is smaller but js 
published oftener than that of the American Medical Associa- 
tion. The popularity of both series is evidence that textbooks 
fail to answer many of the problems commonly met in the 
practice of medicine. The items are well selected, and this book, 
like its predecessors, should be of value especially to general 
practitioners, who send in most of the questions. 


Hypoglycemia and the Hypoglycemic Syndrome. By A. J. Kauvar, M.D., 
F.A.C.P., Assistant Clinical Professor of Medicine, University of Colorado 
School of Medicine, Denver, and Martin G. Goldner, M.D., F.A.C.P., 
Clinical Associate Professor of Medicine, State University of New York, 
New York. Publication number 195, American Lecture Series, monograph 
in American Lectures in Endocrinology. Edited by Willard O. Thompson, 
M.D., Clinical Professor of Medicine, University of Illinois College of 
Medicine, Chicago. Cloth. $3. Pp. 67, with 4 illustrations. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell 
Scientific Publications, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 
299 Queen St., W., Toronto, 2B, Canada, 1954. 


The authors have produced a monograph on hypoglycemic 
states and hyperinsulinism that is accurate, up-to-date, and 
complete. It is well organized, and the descriptions are clear 
and convincing. The mechanism of insulin hypoglycemia, 
causes and treatment of various clinical forms encountered, 
and diagnostic measures used in their detection and differentia- 
tion are given in detail. It seems somewhat irrelevant that 
chapters on glucagon (a pancreatic gland hormone) and the 
cause of diabetes mellitus should be included in a monograph 
with this title, but the experience of the senior author in the 
former field and the possible physiological relationships with 
hyperinsulinism in the latter appear to justify their inclusion. 
The book is sparsely illustrated, is well printed in a soft cover, 
and has an extensive bibliography. 


Verse-Diary of a Psychiatrist: New Sonnets. By Merrill Moore. Volume 
seven, Contemporary Poetry library series. Edited by Mary Owings Miller. 
Cloth. $3. Pp. 39. Contemporary Poetry, 4204 Roland Ave., Baltimore 10, 
1954. 


This slim volume of poetry by Merrill Moore, one of the 
best physician-poets residing in the United States today, again 
affirms the astonishing talent of a man who has composed 
thousands of sonnets. From his earliest days as a writer of 
verse, he has exhibited a lively interest in almost all the 
sciences. Moore has written original sonnets about such diverse 
subjects as astronomy, psychology, physics, chemistry, and 
geology; about the mind, the soul, and the heart; about hope, 
fear, sex, and passion; about childhood and old age; and about 
morbidity and death. His awareness of the forces affecting 
contemporary society is amply reflected in his verse—this with- 
out taking up political cudgels to belabor a controversial point. 
Nor is his verse without robust humor, for many of the sonnets 
exemplify a sense of comedy that is urbane, spirited, and 
resilient. Physicians everywhere will find the verse of Merrill 
Moore, as collected in his various volumes, an enjoyable 
experience. 
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Spinal Epidural Analgesia. By P. R. Bromage, M.B., B.S., F.F.A.R.C.S., 
Consultant Anaesthetist, Chichester Hospitals Group, Chichester, West 
sussex, England. Cloth. $3.75. Pp. 123, with 41 illustrations. Williams & 
Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2, 1954. 


This monograph describes the author’s experiences with 1,000 
personally administered spinal epidural analgesias. Fourteen 
failures (1.25%) are reported. This figure compares favorably 
with experiences gained when subarachnoid techniques have 
been used. One massive subarachnoid injection and two toxic 
reactions, With one death, were encountered in the series. In 
logical fashion the author discusses the history, anatomy, and 
physiology involved in the use of this method. Many ways of 
identifying the epidural space are illustrated. Drugs and doses 
are discussed. Tables for height, weight, dose, and blood level 
are provided. Chapters are devoted to problems in the main- 
tenance of blood pressure and to the use of continuous epidural 
analgesia. Dr. Bromage prefers to use epidural analgesia in all 
instances in which subarachnoid injection might be considered. 
His objective is to eliminate spinal headaches and to provide 
longer analgesia with reflex flaccidity in the presence of unim- 
paired motor power and full spontaneous respiration. His usual 
practice is to anesthetize the patient with thiopental sodium, 
nitrous oxide, and oxygen preliminary to the insertion of a 
Tuohy needle. He prefers the lumbar approach using the loss 
of resistance test to identify the epidural space. He explains 
why no test dose is used. This book presents a good review of 
the subject, without introducing anything radical or new. One 
would probably need an opportunity to standardize his tech- 
nique before he could obtain results comparable with those 
of the author. 


Nervousness, Indigestion and Pain. By Walter C. Alvarez, M.D. Popular 
edition. Cloth. $3.50. Pp. 235. Harper & Brothers, 49 E. 33rd St., New 
York 16, 1954. 


This book is a popular edition of a book previously published 
for physicians. The author has been in the practice of medicine 
with special reference to gastroenterology for more than 45 
years. He intended the book to make certain aspects of medi- 
cine, including psychological ones, intelligible to laymen. It 
is well printed, and there are no illustrations nor any bibliog- 
raphy. It is written as the author talks, off the cuff, which 
makes the book appear to some to be breezy, disorganized, 
repetitious, and not always accurate. Furthermore, there are 
parts of it which would make the kind of patient who would 
be tempted to buy it unduly apprehensive. 


Surgical Technigrams. By F. M. Al Akl, M.D., Associate Attending 
Surgeon, Kings County Hospital, Brooklyn, N. Y. Cloth. $12. Pp. 346, 
with illustrations. McGraw-Hill Book Company, Inc., 330 W. 42nd St., 
New York 36; 95 Farringdon St., London, E.C.4, England, 1954. 


The author has presented 36 surgical procedures that he 
considers as basic and in the realm of the general surgeon. 
The procedures are grouped according to anatomic locations: 
neck, chest wall, abdominal wall, abdomen, female genitalia, 
genitourinary tract, inguinal region, and miscellaneous. The 
miscellaneous procedures include tonsillectomy, adenoidectomy, 
lumbar puncture, lumbar sympathetic ganglionectomy, pilonidal 
cystectomy, long saphenous vein ligation, and thigh amputation. 
It is refreshing to find stress placed on the sine qua non of all 
good surgery, namely anatomy. Anatomy for some unknown 
reason has assumed a place of secondary importance in modern 
teaching with chemistry, pathology, and, particularly, physiology 
taking preference. Important as these latter are, they in no way 
supplant the primacy of anatomy. Dr. A! Akl, therefore, is to 
be complimented on the presentation of this material in terms 
of anatomic sequence. Throughout this work he has stressed 
the important surgical anatomy including some of the com- 
moner anomalies. He no doubt will be criticized by some who 
are cadaver anatomists; however, these purists are rarely, if 
ever, present at the operating table. 

One might wonder why uterine suspension should have been 
included as one of the basic operations, since such suspensions 
are seldom necessary. One also might question the advisability 
ot performing leg amputations with use of a tourniquet, espe- 
cially in patients in whom vascularity is already impaired. These 
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criticisms are meant in no way to detract from the practical 
value of this book but are mentioned because there is quite 
a divergence of opinions as to their expediency. This compila- 
tion of popular techniques presents the views of one man and 
must be read in that light. Some minor variations are described. 
In most instances the drawings clearly depict the steps described 
in the legends. The presentation of such material by means of a 
number of consecutive steps makes for easy reading and is a 
painless way in which to review operative procedures. It was 
especially gratifying to see such words as tracheostomy and 
cystostomy used correctly. This book can be recommended as 
a “night before refresher” for the more common surgical 
procedures. 


in Medicine: A Collaborative Textbook. Edited by 
Victor A. Drill, Ph.D., M.D. Cloth. $19.50. Various pagination, with 
illustrations. McGraw-Hill Book Company, Inc., 330 W. 42nd St., New 
York 36; 95 Farringdon St., London, E.C.4, England, 1954. 


Although there are several authoritative and generally excel- 
lent textbooks in pharmacology, an up-to-date, interpretative 
text of the type that Drill and his collaborators have prepared 
fulfills a long-standing need. This book represents the joint 
efforts of 81 clinicians and pharmacologists whose combined 
clinical and laboratory experience provides a balanced presenta- 
tion of current knowledge. The discussions are of such a 
character as to be satisfying to the technically discriminating 
and yet attractive to those with only a limited background in 
pharmacology. The editor has kept to a minimum the literary 
excursions and verbal shrubbery often apparent in mullti- 
authored texts. The book is divided into 18 parts, with 87 
chapters ranging from “Theories of Anesthesia” to “War Gases.” 
The growing importance of relatively new phases of pharma- 
cology are acknowledged with chapters devoted to agricultural 
poisons, radioactive elements, and oral and intravenous feeding. 
The more familiar subjects associated with pharmacology are 
also adequately covered. The text is unusually free from typo- 
graphic errors, and the use of double-columned pages facilitates 
reading. This book is recommended to physicians who wish 
authoritative and current information on pharmacology in 
medicine. 


IMustrated Handbook of Child Care from Birth to Six Years. Compiled 
and illustrated by Wava McCullough. Assisted by Marcella Gawronski, 
R.N., Instructor and coordinator of Community Nursing, Pasadena City 
College, Pasadena, Calif. Cloth. $3. Pp. 231, with over 400 illustrations 
checked by Dr. Arthur H. Parmelee for accuracy. McGraw-Hill Book Com- 
pany, Inc., 330 W. 42nd St., New York 36; 95 Farringdon St., London, 
E.C.4, England, 1954. 


In appraising a treatise on child care written for the public, 
one instinctively asks whether it is medically sound, safe, 
practical, understandable, and worth reading. This book passes 
these tests with flying colors. Mrs. McCullough has selected 
the various problems and difficulties that confront the parents 
of the baby and small child and, through the medium of word 
and drawings, discusses them in clear and forceful manner. A 
clever artist, she carries on her discussion through drawings 
as well as through words in such a manner that the reader is 
delighted as well as educated with her work. The chapters 
deal with furnishings, feeding, bathing, training, the play area, 
the baby sitter, special problems, the sick baby and child, 
prevention, and first aid. The common sense but scientific 
approach of the author and her ability to transfer thoughts 
so clearly through words and pictures are impressive. This book 
is strongly recommended to any young or prospective parent. 


Free Enterprise and University Research. Paper. Pp. 154, with illus- 
trations. [Office of the President], University of California, Berkeley 4, 
1954. 


This publication presents a record of public service by 
business, industry, private associations, and foundations through 
their support of research activities at the University of Cali- 
fornia. It is well written and documents research activities in 
the fields of biology and medicine as well as in other areas of 
discipline at the University of California. Lists of monetary and 
nonmonetary donors are included in the volume. 
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NEW DISEASES 


To THE Epitror:—Do you have any information regarding the 
appearance of absolutely new diseases since 1900? 


Roy J. Popkin, M.D., Los Angeles. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Epb. 


ANSWER.—This question meets with the difficulty that the 
previous existence of the disease cannot be excluded. It is 
notoriously unsafe to rely in this respect on the first recognition 
of the disease. For example, Q fever, although first described 
in 1937, in all likelihood existed long before (Dyer, R. E.: Am. 
J. Pub. Health 39:471, 1949), and there is no unanimity regard- 
ing the history of encephalitis lethargica prior to its outbreak 
in 1915 (Epidemic Encephalitis: Etiology, Epidemiology, Treat- 
ment, Report of a Survey by the Matheson Commission, New 
York, Columbia University Press, 1929, p. 179). These examples 
show that, while the appearance of absolutely new diseases since 
1900 is conceivable, certainty can prevail only in the case of 
pathological effects caused by agents invented after 1900. Obvi- 
ously, poisoning by barbital or morbid reactions to arsphena- 
mine could hardly have antedated the introduction of these drugs 
in 1903 and 1910, respectively. Practically, however, this limits 
the field to allergies and intoxications on the one hand and 
injuries by new machines, weapons, and other devices on the 
other. Wide as this field is, it seems very doubtful whether the 
use of the term “disease” would be appropriate in this connec- 
tion. 


ANSWER.—It is questionable whether there are any “abso- 
lutely new” diseases since 1900. Certainly there have been a 
number of newly recognized diseases, whose etiology has been 
more clearly defined, but many or most of these undoubtedly 
existed in the past, undifferentiated from diseases with similar 
symptoms but different etiology. It is improbable that any new 
congenital diseases have developed since 1900, with the possible 
exception of diseases that may have developed, or may be de- 
veloping now, as a result of genetic changes caused by radiation 
effects. Among diseases caused by physical trauma there is an 
increased incidence of such injuries as damage to the heart or 
other organs suffered by drivers of automobile struck by steer- 
ing wheels in automobile accidents, and of “bumper fractures,” 
but there undoubtedly were some similar injuries even before 
the automobile was invented. Decompression sickness (caisson 
disease) among divers was probably at its peak some time after 
1900, before more adequate means of preventing it were widely 
used. Among diseases, other than congenital, caused by radi- 
ation, those caused by radium are new since 1899, as are prob- 
ably most of those from roentgen rays, discovered in 1895, and 
any and all diseases caused by the recently developed nuclear 
fission products. 

Retrolental fibroplasia, which may be caused by excessive ad- 
ministration of oxygen to premature infants, has developed in 
recent decades. It is unlikely that any new endogenous metabolic, 
endocrine, or degenerative diseases have appeared, but new 
exogenous hyperendocrinopathies and hypervitaminoses have 
developed. With the tremendous increase in the synthesis of new 
chemical compounds, especially organic compounds, there has 
been an increase in toxic disorders and in sensitivity or allergic 
responses to many of the new compounds. These include actions 
of many products used in industry and also reactions of various 
kinds to chemotherapeutic and antibiotic agents, such as dam- 
age to the eighth cervical nerve from streptomycin, sensitivity 
to various antibacterial agents, renal damage, dermatitides, 
overgrowth of fungous infections, and, possibly, an increase in 





The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically so stated in the reply. Anonymous communications and queries 
on postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on request. 
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collagen vascular diseases. It is uncertain to what extent, if any, 
new physical and chemical agents have caused the appearance 
of “absolutely new” types of neoplastic disease. 

A number of viral diseases have been identified since 1900, 
and some of these suggest the rather frequent appearance of 
new strains of virus that cause variable clinical syndromes, often 
in mild epidemics that come and go, to be replaced by similar 
—but not identical—clinical pictures. It would be very difficult 
to be certain whether any new bacterial, rickettsial, or para- 
sitic diseases have appeared or whether those that have been 
recognized since 1900 have long existed, awaiting discovery. 


POLIOMYELITIS IMMUNE SERUM GLOBULIN 

To THE Epitor:—Differences of opinion exist as to the safety 
of using poliomyelitis immune serum globulin (human) 
prophylactically in intimate contacts of susceptible age groups. 
Certain local sources report that the serum causes lowered 
resistance to the disease after its period of activity subsides; 
further, that, in children who had received immune serum 
globulin and in whom poliomyelitis developed, the disease 
was of a much severer nature than if the serum had not been 
administered. Would you please discuss these statements? 


R. C. Engelhardt, M.D., Poplar Bluff, Mo. 


ANSWER.—No data have been found on record to suggest that 
persons receiving immune serum globulin (human) are thereby 
rendered more susceptible to poliomyelitis at any subsequent 
time or that poliomyelitis, when it does occur, is severer in 
persons who have received immune serum globulin than in 
those who have not. Finally, immune serum globulin has no 
harmful effects as far as is known. 


IMPACTED FRACTURES OF NECK OF FEMUR 

To THE Epiror:—Regarding the treatment of impacted frac- 
ture of the neck of the femur, Watson Jones states in his 
book, “Fractures and Joint Injuries,” “The fracture will unite 
whether it is treated or not, and it is unnecessary to immobilize 
the limb in splints or plaster, or to use any form of internal 
fixation.” Is this type of treatment still good medical practice? 


Ernest A. Wagner, M.D., National City, Calif. 


ANSWER.—Sweeping statements are dangerous for textbook 
authors to make because of the old rule that “circumstances 
alter cases.” Internal fixation for an impacted fracture is not 
needed if reasonable care is taken not to let it become unim- 
pacted. Likewise, in normal, healthful bones and with strongly 
holding, deep impaction, verified by both clinical and roent- 
genologic examination, no immobilization in splint or plaster 
may be required. But much reliance must be placed on the 
patient’s cooperation, and he must have good nursing attention, 
lest in trying to get out of bed to use a commode or to take a 
few steps on crutches (not bearing weight on the fractured leg) 
his foot may in some way be caught, rotating the leg forcibly 
outwafd or inward with a resulting disimpaction and displace- 
ment at the fracture plane. Such an accident may even occur 
when attempting to turn over in bed. This is liable to occur 
when the femur is senile, the seat of a pathological process, 
poorly impacted, and/or at an untoward angle, with coxa vara 
present. Well-impacted, healthful bones caught in slight coxa 
valga give the best prognosis, and lack of splintage continues 
normal joint motion; resulting muscular strength leads to a 
surer convalescence. If, however, for any reason of health or 
intellectual level the patient cannot be trusted, a splint is cer- 
tainly indicated for six weeks or until the roentgenogram in 
some cases certifies the bony union. In instances of liability, in 
which a disimpaction would involve an employer or the surgeon 
himself and possibly lead to a charge of malpractice, primary 
immobilization is a comforting measure. In some states any and 
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all fractures must be immobilized “or else.” The questioner’s 
state is one of the most particular. Those who practice internal 
fixation of these fractures claim that they thus avoid the possi- 
bilities outlined. 


SPIDER BITES 
To 1HE Eprror:—What treatment is used to prevent necrosis 
following spider bites? 
Malcolm T. Tipton, M.D., Union City, Tenn. 


ANSWER.—Necrosis following spider bite is rare with the com- 
mon “black widow” spider, Latrodectus mactans, which causes 
most paisonous spider bites in this country, but is characteristic 
of the bite of the large, hairy “tarantula,” especially the Lycosa 
raptoria in Brazil and the Glyptocranium gasteracanthoides in 
Peru. General measures to prevent bite by spiders are general 
cleanliness, light, and the eradication of the dangerous species 
when possible or avoidance of their habitat. It is important to 
determine the kind of spider involved. Necrosis following the 
bite of the black widow spider is usually the result of excessive 
local treatment ineluding the use of a tourniquet, incision or 
scarification of the site of the bite, and the application of ex- 
cessive suction or of permanganate or other corrosive chemicals 
in the attempt to remove or destroy the venom. Actually, the 
amount injected by the spider is so small and so rapidly pene- 
trates the tissues that it is doubtful whether any good may be 
served by such strenuous local treatment, which only adds to 
the patient’s discomfort. Necrosis may also occur as a result 
of infection co’ncident with or following the bite of the black 
widow or other spiders. These insects generally inhabit rela- 
tively dirty places, and pyogenic cocci or anerobic spore-form- 
ing bacteria such as are responsible for gas gangrene may infect 
the puncture point or the area of later local abusive treatment. 
Simple cleansing of the bitten area and the application of mild 
antibacterial agents such as alcohol or hydrogen peroxide are 
usually to be preferred. If infection does occur, penicillin or 
other antibacterial agents and specific serums may be required, 
as indicated by bacteriological examination. 

Specific serums for use against the necrotizing venom of 
Lycosa raptoria have been produced at the Institute Butantan 
in Sao Paulo, Brazil, by Vellard and found effective in many 
cases. Polyvalent serums were also produced there, effective 
against either the necrotizing or the neurotoxic poisons of spiders. 
More recently serums against the neurotoxic venom of Latro- 
dectus species have been prepared in various other countries, 
and such a serum was marketed for many years in the United 
States. No serum against the necrotizing venoms of spiders is at 
present available in the United States. 
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PREGNANT SYPHILITIC WOMEN 

To THE Epiror:—What antisyphilitic treatment, if any, is in 
order for a woman 4 months pregnant who has a titer of 32 
in the complement fixation test for syphilis? She has had 
several courses of penicillin, the last one consisting of 12 
million units of penicillin over a three week period just one 
month before she became pregnant. She has had titers varying 
from 23 to 40, a positive Treponema immobilization test, and 
a normal spinal fluid test. A baby born one and a half years 
ago is normal, including blood serum test for syphilis. 

M.D., New York. 


ANSWER.—No further treatment is necessary. The inquirer’s 
attention is directed to a paper by Goodwin and Farber, 
“Necessity for Treatment of Pregnant Syphilitic Women During 
Every Pregnancy” (Am. J. Syph., Gonor. & Ven. Dis. 32:409, 
1948), 
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INFECTIOUS HEPATITIS 


To THE Eprror:—A woman 74 years old has infectious hepatitis, 
onset during the summer, with considerable itching at inter- 
vals, She is very icteric and runs a low-grade fever, around 
99.6 F. What is the best treatment for this type of case? 

H. E. O'Neal, M.D., Tipton, lowa. 


ANSWER.—One must express some doubts as to the diagnosis 
in this case, especially in view of the chronicity of pruritis and 
the patient's age; the persistence of deep jaundice after some 
months of observation raises the question of an obstructive 
lesion. Study of the stools for bile, of the urine for urobilinogen, 
and of the blood serum for bilirubin, cholesterol, phosphatase, 
and thymol turbidity seems indicated. A normal thymol tur- 
bidity value and a high phosphatase level would point very 
clearly to biliary obstruction, which might be due to either 
benign or malignant lesions, of which the most frequent on a 
statistical basis would be a common duct stone. There is no 
specific medical treatment for infectious hepatitis other than a 
program of rest, a high-protein diet, and such symptomatic 
remedies as may be required. Experience with steroid hormones 
indicates that these compounds may cause some temporary im- 
provement but do not affect the natural course of the disease. 
It has recently been demonstrated that a chronic type of jaundice 
marked by hyperbilirubinemia and elevation of blood levels of 
lipids and phosphatase may occur from the use of Thorazine 
|10-(y-dimethylaminopropyl)-2-chlorophenothiazine hydrochlo- 
ride]. If the drug has been used a liver biopsy is definitely in 
order. 


TREATMENT OF PULMONARY HEMORRHAGE 


To THE Epitor:—Kindly outline the generally accepted therapy 
or_procedures used in the treatment of pulmonary hemor- 
rhages, both tuberculous and nontuberculous. 


J. Edmond Bryant, M.D., Waukegan, Il. 


ANSWER.—Therapy of pulmonary hemorrhage must be di- 
rected towards the following objectives: reassurance of the 
patient, sedation, diminution of cough reflex, localization of the 
bleeding site if possible, protection of the contralateral lung 
from aspiration, and control of hemorrhage. It is possible truth- 
fully to reassure the patient by stating that rarely is a pulmonary 
hemorrhage of sufficient magnitude to prove fatal or even nearly 
fatal. Sedation of the patient aids in reassurance and is closely 
allied with efforts at diminution of cough reflex. For this pur- 
pose, a combination of codeine, 42 grain (30 mg.), with a 
barbiturate, for example, secobarbital (Seconal), 142 grains 
(90 mg.), is more satisfactory than stronger depressants. It is 
desirable to decrease the cough reflex but not to eliminate it 
entirely. If necessary, morphine sulfate can be given with caution, 
but the dose should not exceed % grain. (10 mg.). Codeine, 
1 grain (60 mg.), should probably be tried before resorting to 
morphine sulfate. The patient is sometimes able to indicate from 
which lung he is bleeding by a sensation of warmth in that side 
of the chest. There is a tendency to splint the affected side. 
Physical examination may reveal impaired resonance, diminished 
breast sounds, and moist rales on that side. A chest roentgeno- 
gram is indicated when the patient’s condition permits and will 
frequently reveal the lesion responsible for the hemorrhage. 
Bronchoscopy is usually withheld until active bleeding has 
diminished or stopped but is occasionally indicated even during 
the stage of bleeding in order to determine the actual site of 
hemorrhage. Bronchography is of value in determining the 
possible presence of bronchiectasis as a factor. Some protection 
can be afforded the uninvolved lung by having the patient lie on 
the affected side. There must be complete rest and restriction of 
motion in an effort to control the hemorrhage. The use of the 
ice bag or ice pack is a time-honored custom, though probably 
with very little actual value except to aid in immobilization of 
the patient. This practice also has definite psychological benefit, 
and if it is omitted the physician is likely to be criticized by 
the patient and his family. Collapse procedures are occasionally 
indicated in cases that do not respond to conservative treatment. 
Pneumoperitoneum has proved useful in this respect. Using a 
19 gauge needle, 1,000 to 1,500 cc. of air may be injected into 
the abdominal cavity at a site slightly above the level of the 
umbilicus near the lateral border of the left rectus muscle after 
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local injection of 1% procaine. Pneumothorax has been used 
when one knows from which side the bleeding is coming but is 
somewhat more hazardous and prone to complicating factors 
than is pneumoperitoneum. Phrenic nerve crush has occasionally 
been used, but it is, of course, necessary to know with certainty 
the affected side before this measure is resorted to. Pneumo- 
peritoneum will probably accomplish the same result without 
the discomforts of a surgical operation. Blood transfusions 
should be given as indicated for anemia. Trimble and Wood 
(Dis. Chest 18:345-351, 1950) have advocated the intravenous 
use of posterior pituitary injection (Pituitrin) in the treatment 
of pulmonary hemorrhage. Their method is to dilute 1 cc. of 
obstetrical posterior pituitary injection or 0.5 cc. of surgical 
posterior pituitary injection with 10 cc. of normal saline solution 
and administer intravenously over a 10 minute period. Ross 
(J. Thoracic Surg. 26:435-439, 1953) has reported a successful 
pneumonectomy performed for massive hemoptysis complicat- 
ing pulmonary tuberculosis. This, of course, is indicated only as 
a lifesaving method. 


PAINFUL BREASTS 


To THE Epitor:—!/ have three female patients with breast pain 
off and on with various degrees of intensity for from one to 
seven years. Usually only the left breast is involved, but on 
occasion both are painful. They are painful to touch, on lying 
on them, or in movement of arms. There is a hardness of 
the breast but no masses or discharge. Two of the women, 
each 44 years of age, have had panhysterectomies, one 18 
months ago and the other 13 years ago. The other woman is 
33 years of age, youngest child 2 years old. 1 have tried 
binder, fluid restrictions, female and male hormones (on 
advice of endocrinologists and gynecologists), cyanocobalamin 
(vitamin By) in massive doses, thiamine (vitamin B,), vitamin 
B complex, and liver. Surgeons and neurologists have been 
consulted but have provided no relief. They have been treated 
psychosomatically and by diathermy. The three women are 


desperate. M.D., Pennsylvania. 


ANSWER.—Good results have been obtained in similar cases 
with both testosterone and x-ray treatment. The dose of male 
hormone used in these cases was not stated, but in order to 
obtain benefit in cases like the ones cited, the patients should 
take about 250 mg. of testosterone over a period of almost a 
month. The simplest and cheapest method is to use a 10 mg. 
buccal tablet of testosterone daily. The tablet must be kept in 
the mouth until it is completely dissolved. If the testosterone 
therapy gives relief, no further hormones should be used until 
pain returns. Since there is danger of virilism if more than 
250 mg. of testosterone is given continuously, the longer the 
patient waits between courses of therapy, the better. If 250 mg. 
of male hormone does not relieve the pain in the breast, x-ray 
treatment of the breasts should be given. 


ARTHRITIS 


To THE Epiror:—Please give information on taking procaine 
(Novocaine) hydrochloride by mouth for arthritis. 


R. C. Hetherington, M.D., Geneva, Ill. 


ANSWER.—Procaine administered orally apparently has not 
been used sufficiently to permit adequate assessment of its value 
in treatment of arthritis. However, it has been reported as giving 
symptomatic relief in various rheumatic disorders, including 
degenerative arthritis, rheumatoid arthritis, fibrositis, and bursitis 
(Klein and Harris: New York J. Med. 53:2832 (Dec. 1] 1953). No 
claim has been made for anything other than temporary sympto- 
matic relief. It was postulated that the efficacy of procaine in 
relieving the pain of these disorders is a result of its anesthetic 
action on nerve fibers and endings, although some effect from 
the metabolic products of procaine, p-aminobenzoic acid and 
diethylaminoethanol, was not excluded. The usual oral dose was 
7 grains (0.45 gm.) of procaine three times daily. Temporary 
relief of rheumatic pains by means of intravenously administered 
procaine also has been reported (Graubard and others: New 
York J, Med. 47:2187 [Oct. 15] 1947), 
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IS CANCER HEREDITARY? 


To THE Epiror:—What is the current opinion on the role of 
heredity in the incidence of cancer? My mother had two 
daughters from her first and two sons, of whom I am one, 
from her second marriage. I am now 54 years old. My mother 
died of cancer of the colon when she was 55 years old. My 
oldest (half-) sister had a successful resection for cancer of 
the ascending colon at 56. My brother, two years my senior, 
just underwent an extensive resection for cancer of the colon. 
I feel that my turn must come soon. Your opinion will be 


appreciated. M.D., Massachusetts. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Ep. 


ANSWER.—The occurrence of a noncommunicable disease in 
several members of the same family is no indication by itself 
that an inherited predisposition is present for that disease. This 
is especially true if the disease is relatively common in the 
general population. Chance alone could account for the occur- 
rence of the disease among several members of the same family. 
Investigations on the genetics of human cancer are in progress 
in many research centers. Preliminary conclusions have been 
reached. These conclusions are also supported in general by 
studies carried out with inbred strains of mice. From all available 
evidence, cancer appears to result from an interplay of complex 
genetic and nongenetic factors, the relationship between the two 
groups of factors probably being, in large part, additive in nature. 
Each type of cancer appears to be independent of other types, 
so that in no case does an inherited tendency exist for cancer 
irrespective of site. In certain rare types of human neoplastic 
disease the genetic factors appear to play the major role. In 
common types of human neoplastic disease the genetic factors 
appear to play a minor role, if any at all, in comparison with 
the usually unknown nongenetic factors. Intestinal polyposis, 
retinoblastoma, and neurofibromatosis are examples of neo- 
plasms in human beings that are strongly influenced by heredity. 
Statistical studies have shown that the sibs of persons with cancer 
of the stomach, breast, or colon have only a slight increase in 
the frequency of these types of cancer over the frequency for the 
general population, indicating that genetic factors are playing 
only a minor role. This conclusion is also supported by statistical 
studies with twins. 


In the family in question it would be important to determine 
if intestinal polyposis is responsible for the three cases of colonic 
cancer that have occurred. The superficial evidence indicates 
that this is not the case, owing to the age at onset of the disease 
among the three affected persons. An answer could probably 
be obtained by an examination of the pathological reports of 
the recent operations. If it can be shown that intestinal polyposis 
is not the causative factor, and if the results of the statistical 
studies mentioned above can be relied on, then the probability 
that the inquirer from this family will become afflicted with 
carcinoma of the colon is only slightly greater than that for the 
general population. The chance of a type of cancer other than 
carcinoma of the colon developing probably is no greater than 
that for the general population. 


ANSWER.—Heredity is considered to be a factor of importance 
in the incidence of cancer. This is based on studies made on man 
and, by analogy, studies made on plants and animals. Certain 
types of tumors show a high incidence even in incomplete or 
imperfect pedigree data derived from several generations of 
human beings. It is clear that some sort of parental influence 
is operative in these cases. In this group may be listed the benign 
but precancerous rectal polyps (multiple polyposis intestinalis), 
which behave much like a simple mendelian dominant in in- 
heritance; retinoblastoma, usually found in young children, 
probably a simple mendelian dominant; and neurofibromatosis, 
generally transmitted as a mendelian dominant. There is sug- 
gestive evidence that a number of other neoplasms will even- 
tually fall into this group. None of these tumors are, however, 
among the commoner types in man. Studies of relatively recent 
origin are being conducted on some of the more widespread 
types of cancer, using proband statistical methods. It now seems 
evident that the complete etiology of such cancers as those of 
the breast and uterine cervix and leukemia is a complex of 
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genetic predisposition and other factors of internal environment, 
either originating in these factors or being stimulated by external 
environmental causes. 


TREATMENT OF ULCERATION OF BLADDER 
To THE Eprror:—Which is the best treatment of interstitial 
cystitis with ulceration (Hunner’s ulcer)? _D., Denmark. 


ANSWER.—The treatment for the so-called Hunner’s ulcer of 
the bladder is a matter of diverse opinion. In general, it seems 
accepted that elimination of all possible systemic foci of infec- 
tion, including particular attention to the endocervix, is a pre- 
liminary to active treatment of the bladder itself. This is fol- 
lowed by cystoscopic desiccation or coagulation of the ulcerated 
area with hydrostatic dilatation of the bladder. Many methods 
of treatment have been recommended in the past, such as local 
excision of areas of the bladder wall and section of the nerves 
to the bladder, especially the presacral nerve; likewise, many 
medicaments have been suggested. None of these have held up 
over the years. At present most urologists who are faced with 
many instances of this difficult situation apparently feel that 
eventually the condition will “burn itself out” if the patient's 
bladder can be kept from contracting too much. Treatment 
usually consists of elimination of foci of infection, desiccation 
of the ulcerated area, and hydrostatic dilatation of the bladder 
with the patient under inhalation, spinal, or other anesthesia; 
the latter procedure must be repeated, using such solutions as 
1:10,000 silver nitrate. The disease rarely becomes malignant. 
Follow-up of large numbers of patients over many years shows 
that the bladder capacity usually stabilizes at a smaller content 
than normal but the disease itself becomes inactive. 


DIGITALIS PREPARATIONS 
To THE Eprror:—Is there complete interchangeability between 
the various digitalis preparations? Can a patient be digitalized 
with lanatoside C, for example, and then be placed on main- 
tenance digitoxin or gitalin? 
Edmond B. Lee, M.D., Brooklyn, N. Y. 


ANSWER.—One of the best ways to start a controversy among 
a group of clinicians is to introduce the subject of one’s favorite 
digitalis preparation. Digitalis purpurea and Digitalis lanata 
furnish the great bulk of digitalis preparations used in the United 
States. The refined substances are known as digitoxin, gitalin, 
digoxin, and lanatoside C. Each of them is known under a 
variety of trade names. Each of them has certain characteristic 
chemical features, but from a clinical standpoint they are com- 
pletely interchangeable. It must be remembered, however, that 
the dosage of each is different and that probably the rates of 
absorption and excretion are different; these facts must be taken 
into consideration when changing from one to another. A fairly 
good treatise on therapeutic range, toxicity, and dosage may 
be found in an article by Batterman, DeGraff, and Rose (Circu- 
lation 5:20 [Feb.] 1952). 


NARCOTIC ADDICTION 

To THE Epiror:—Are there any new means of detecting narcotic 
addiction? Could you detail the chemical tests that are now 
being used to determine the presence of narcotics in a person’s 
body? What are the usual means of detection in the urine? 
What is available in book form that can be considered up-to- 
date? Frederick G. Niemand, M.D., San Francisco. 


ANSWER.—The newest means of detecting addiction to opiates 
and methadone consists of precipitating typical abstinence symp- 
toms by administering the specific opiate antagonist, nalorphine, 
subcutaneously. The procedure, precautions to be taken, and the 
limitations of this method are described by Isbell (Merck Report 
62:23 [April] 1953). Chemical means for detecting natural and 
synthetic analgesic drugs in body fluids are extremely complex 
and cannot be detailed in a short space. They are listed in the 
book “Narcotics and Narcotic Addiction” by D. W. Maurer 
and V. H. Vogel (Springfield, Ill., Charles C Thomas, Publisher, 
1954). This book describes the usual means of detecting these 
materials in urine and is regarded as authoritative and sufficiently 
recent to be of value. 


QUERIES AND MINOR NOTES 561 


HIGH NITRATE CONTENT OF WATER SUPPLY 

To THE Eprror:—What kind of public notification would be 
Proper concerning the high nitrate content of our city water 
supply and its use in infant formula preparation? Nitrate has 
varied from 33 ppm to 84 ppm in the past six months. Persons 
in this small town have medical care in three larger cities 10 
to 20 miles away, where the physicians are generally not 
aware of our city water analysis. 

Leland L. Cross, M.D., Mt. Pulaski, Ill. 


ANSWER.—The agency distributing a water high in nitrates 
should be advised to warn the public that the water must not 
be used either for infant drinking purposes or in infant formula 
preparation. This warning might be circulated by sending letters 
to mothers of infants, placing articles in newspapers, distributing 
handbills, or radio and television broadcasts. Lacking such co- 
operation on the part of the distributing agency, the health officer 
for that area should issue a notice, which should be published, 
condemning the water for infant use. Any boitled drinking 
water having less than 10 ppm of nitrogen as nitrates may be 
substituted for infant consumption. The advisory committee on 
official water standards of the American Public Health Associ- 
ation has set 10 ppm of nitrate nitrogen as the permissible level. 


VACCINATION DURING PREGNANCY 


To THE Epitor:—Could harm possibly come to the fetus from 
giving a pregnant patient, three months before term, an in- 
jection of influenza virus vaccine? M.D., Georgia. 


ANSWER.—Antigens can usually be given to pregnant women 
without injury to the mother or the fetus, but unless such 
measures seem to be of vital importance it does not appear 
prudent to adopt them. If a nonimmune woman has been exposed 
to smallpox she should be vaccinated immediately, and no harm 
will come to mother or child. Some believe that when a pregnant 
woman is immunized there is transplacental immunization of the 
infant. Although several brands of influenzal vaccine have been 
available, their protective efficiency is hardly established suffi- 
ciently to justify accepting any possible hazards for the patient 
described. If the woman is allergic or happens to be highly 
sensitive, a severe reaction from the vaccine might occur. There- 
fore, it would seem wise not to give the vaccine until after 
delivery of the baby. 


THE SNOUT REFLEX 

To THE Eprror:—I am interested in the pathways and the 
phylogenetic, ontogenetic, and pathological significance of the 
“snout” reflex, the reflex of “pouting” obtained by mechanical 
tapping of a flat object placed against the lips. Secondly, is 
the jaw jerk positive or negative in all instances in which the 
snout reflex is positive or negative? M.D., New York. 


ANSWER.—First of all, it is better to speak of all reflexes as 
reflexes and not to call some “jerks,” and it is better to say a 
reflex is present or absent than to say it is positive or negative. 

The problem of perioral reflexes is complex and admits of 
different explanations. Here is one of them. A distinction must 
be made between (1) the snout reflex and (2) the wolfing reflex. 
The snout reflex, first described by Escherich in 1897, is an 
exaggerated deep muscle reflex of the orbicularis oris muscle. 
This muscle contracts and the lips protrude when the lips are 
tapped. It is essentially a normal reflex, but in adults the 
threshold for this reflex is so high that it cannot be elicited except, 
occasionally, in traces. The same is true of many other reflexes. 
They are usually absent in adults, but a pyramidal lesion, when 
present, removes inhibition and so brings these reflexes to the 
fore. When they are present, they are not new pathological 
reflexes but simply abnormal exaggerations of normal reflexes. 
The snout reflex becomes conspicuously present when there is a 
bilateral lesion of the pyramidal tracts or, to be more exact, of 
the corticofacial pathways. The clinical importance of this reflex 
is great indeed, because it indicates such a lesion. Since the reflex 
is essentially normal it is, of course, sometimes difficult to decide 
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whether the reflex is present or absent. When it is undoubtedly 
present, it represents something on which diagnosis may be 
securely based. The snout reflex has no special phylogenetic or 
ontogenic significance. Any lesion of the corticofacial pathways 
lets it appear. The jaw-muscle reflex is a reflex of the muscles 
that close the mouth. They contract on brisk stretching, as does 
any other muscle. If there is a lesion of the corticotrigeminal 
pathways on both sides, this reflex is exaggerated. Theoretically, 
this may occur whether the snout reflex is present or absent, but 
practically, since both are usually due to a diffuse lesion of the 
brain, they occur together. In the same category belongs the head 
retractor reflex. This, too, is essentially a normal reflex but 
comes to the fore when the corticocervical pathways are 
damaged. Then, when the patient’s upper lip is tapped with a 
blow directed downward so as to bring about a quick bending 
of the head, the head makes an involuntary movement back- 
wards. The deep neck muscles that retract the head contract. 
This reflex, too, is of great practical importance, indicating 
damage to both corticocervical pathways. 


From these three simple deep muscle reflexes, made visible or 
exaggerated by a pyramidal lesion, a reflex must be distinguished 
that is due to a lesion of higher order. This reflex consists of a 
series of rhythmic tasting, sucking, chewing, and swallowing 
movements on touching the lips. Reflex movements such as open- 
ing of the mouth and movement of the mouth and the head 
toward the stimulus belong to this reflex. It is a wolf reflex, or 
eating reflex, or sucking reflex (Oppenheim, 1903). This reflex 
is seen in extensive and intensive damage to the brain, congenital 
or acquired, particularly in the young. Traces of it may be seen 
in the normal newborn infant. It is due to lesions of the frontal 
lobe (Wartenberg, R.: Diagnostic Tests in Neurology, Chicago, 
Year Book Publishers, Inc., 1953, p. 121). 


RENAL GLYCOSURIA 

To THE Epitor:—/ examined for life insurance a 51-year-old 
farmer. His height was 73 in. (185.4 cm.) and weight, 240 Ib. 
(108.9 kg.). The urine showed a trace of sugar on one occasion. 
Blood pressure varied from 132/96 mm. Hg to 150/105 mm. 
Hg on different occasions. A glucose tolerance test was re- 


ported as follows: 
Blood Glucose 


Level, 
Time Mg. per 100 Ce. Glycosuria 
Fasting 12 0 
30 min. 150 0 
1 hr. 171 —-—— 
2 hr. 108 
3 hr. 70 0 


Would you regard this as a renal glycosuria, and what would 
be your advice to the patient? 
James F. Kennedy, M.D., Alliance, Neb. 


ANSWER.—The data given clearly indicate a renal glycosuria 
of the intermittent rather than the constant type. This needs no 
treatment. The patient is evidently somewhat obese, and his 
weight should be reduced on general principles. 


ANNUAL PHYSICAL EXAMINATION 


To THE Epitor:—The answer to the query regarding annual 
physical examinations for the top executives of a business or- 
ganization, in THE JourNAL of Nov. 20, 1954, page 1218, 
seems incomplete. One of the conclusions of our investiga- 
tion (Shallenberger, P. L., and Fisher, P.: Sigmoidoscopic 
Examination: Indications, Technique and Analysis of 4,500 
Consecutive Examinations, Gastroenterology 23:612, 1953) is 
that sigmoidoscopic examination should be performed rou- 
tinely on all patients over the age of 40 years as part of a 
physical examination. Other recent investigations have been 
made in a similar fashion, and the conclusions have been 
uniformly the same. 

The incidence of important yet clinically unsuspected dis- 
ease is high. The facts show that about 10% of all persons 
aged over 40 have a neoplasm that can be seen through the 
sigmoidoscope and, usually, removed through the sigmoido- 
scope. These facts, I believe, support the use of the sigmoido- 
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Scope as part of a routine physical examination. It has also 
been shown that sigmoidoscopy can be done competently ang 
safely by the average physician if he has a little opportunity 
for guidance and if he uses reasonable care and works under 
direct vision at all times. The cost to the patient and phy. 
sician need not be great, and there should be only minimal, 
if any, discomfort to the patient. In terms of the protection 
sigmoidoscopy affords, 1 would place it ahead of most of 
the other tests and procedures mentioned, if I could not have 
them all. 

Peter Fisher, M.D. 

200-15th Ave. North, Seattle 2. 


NOCTURNAL ENURESIS 


To THE Epitor:—Regarding the reply to the question on treat. 
ment of enuresis in THE JOURNAL, Nov. 20, 1954, page 1219, 
I wish to take exception to placing urologic examination 
secondary to the rigamarole of the “psychological” approach, 
It should come first. If a careful history is taken, many of 
these children-will be found to have urgency and a little stress 
incontinence. In those who do not show an obvious lesion, 
examination will often reveal peculiar irritative and mild in- 
flammatory changes in the bladder or urethra that can be 
relieved by simple treatment. It was stated that good results 
have been reported from urethral dilatation. When this 
happens it is because there is some underlying constrictive 
phenomenon that needs dilating. 

B. G. Stewart, M.D. 
2026 17th St. 
Bakersfield, Calif. 


IMMUNIZATION 
To THE Epiror:—Referring to the answer to a query on im- 
munization to diphtheria in THE JourNaL for Dec. 4, 1954, 
page 1377, it is important to include in the advice given the 
fact that persons over 12 years old often react violently to 
alum-precipitated toxoid. Immunization after 12 years of age 
should be started with an intradermal dose of 0.1 ml. of 
fluid toxoid. If no untoward reaction occurs, 0.5 ml. may be 
given subcutaneously one week later, followed at two to three 
week intervals by at least two other doses of 0.5 to 1.0 ml. 
and another dose given a year or more later. Some persons 
advise having a syringe of epinephrine handy during any such 
immunizations. 
Martin Frobisher, Sc.D. 
U. S. Public Health Service 
Communieable Disease Center 
Chamblee, Ga. 


MERALGIA PARESTHETICA 


To THE Eprror:—IJn THE JouRNAL of Oct. 16, 1954, page 751, 
there is a query from an Egyptian physician regarding an 
anterolateral thigh pain, stating that this pain begins two or 
three minutes after walking and disappears entirely after the 
patient sits or lies down. Your consultant's diagnosis of 
meralgia paresthetica is correct as far as it goes, but we feel 
that he should point out that this condition is often a mani- 
festation of intraspinal disease or an intra-abdominal condi- 
tion. We think that emphasis should be placed on inter- 
vertebral disk lesions, especially those at the level of L2 and 
L3. Myelography should certainly be done in a case such as 
is described in this query; if the findings are abnormal, some- 
times immobilization in a plaster jacket bent slightly to the 
opposite side and use of a heel lift on the opposite side will 
afford relief. lf not, surgical interference is certainly indicated. 
In the past four months we have seen three cases similar to the 
one described. 

S. S. Steinbergh, M.D. 
C. F. Jaskiewicz, M.D. 
H. R. Hines, M.D. 
595 School St. 
Pittsburg, Calif. 
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